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URINARY EXAMINATIONS URIC 
ACID, WITH ESPECIAL REFERENCE 
TO THE DETECTION OF URIC 
ACID CALCULI IN THE KID- 

NEY AND BLADDER. 


By Louis Heitzmann, M.D., 


NEW YORK. 


Although many different lesions of the genito- 
urinary tract can be diagnosed without much diffi- 
culty, from a microscopical examination of the urine, 
the detection of uric acid calculi is not always sim- 
ple, and their presence is not infrequently over- 
looked. 

Uric acid is constantly present in the urine in 
small amount, the quantity excreted depending upon 
the diet; it is probably formed chiefly in the liver 
and to a small degree in the spleen, but not in the 
kidneys, being only excreted by the kidneys. Re- 
cent researches tend to show that it is derived from 
the nuclein, the chief chemical constituent of all 
cell nuclei; foods rich in nucleins give rise to the 
formation of uric acid. Its excretion is increased 
by a diet rich in protein matter, especially with di- 
minished exercise or sedentary habits, and it is de- 
creased by a vegetable diet. Uric acid crystallizes 
in urine in many different forms almost invariably 
of a yellow or yellowish-red color, although at 
times it may appear practically colorless. The va- 
riation in its appearance under the microscope is due 
to the rapidity of the process of crystallization, the 
degree of acidity of the urine, the concentration, the 
amount of pigments, and the temperature. 

Under ordinary circumstances uric acid does not 
appear in the urine in a free condition, but always 
in combination with bases, such as sodium and am- 
monium, in the form of urates; of these bases some 
are acid, others neutral. When the urine is concen- 


* Read before the Genito-Urinary Section of the N. Y. Academy 
of Medicine, November 15, 1905. 


trated from want of a solvent, or when it is poor in 
mineral salts which also acts as solvents, or when 
pigments are deficient, precipitation occurs promptly 
upon cooling of the urine, and this also takes place 
when the urine is highly acid; the acidity is quickly 
neutralized by the bases of the urates, thereby liber- 
ating the acid. For these reasons, the amount of 
uric acid in the urine should not be considered ex- 
cessive from the fact of a deposit, the so-called brick- 
dust sediment, forming upon cooling, as even a con- 
siderable deposit may occur when the amount is 
small. The diagnosis of the presence of a stone 
must therefore never be made from the mere ap- 
pearance of such a deposit. 

No element presents under the miscroscope so 
many different aspects as does uric acid, and al- 
though all the common forms are characteristic 
enough, many varieties are found which are not 
easily diagnosed as such. The common forms con- 
sist of rhomboidal prisms, lozenge-shaped. The 
lozenges may be large or small, single or multiple, 
with round or pointed ends, being at times more or 
less irregular, and not infrequently seen half-edge- 
wise or edgewise. Another form is often found im 
highly acid urine, and is usually present with gouty 
or rheumatic processes or with the formation of uric 
acid concretions in the bladder. These crystals ap- 
pear in peculiar spear, comb or brush shape or in 
exaggerated lozenges. The spear shapes are in 
many cases very pronounced. In persons in whom 
the so-called uric acid diathesis exists, these forms 
are frequently seen. 

Still another variety of uric acid consists of con- 
cretions of varying sizes, irregular plates, masses, 
and needles, either single, double or conglomerated 
in the form of stars, and these are not always easily 
diagnosed under the microscope. These are the 
forms we are apt to see when stones are present, 
although calculi may exist and yet no evidences be 
discovered in the specimen of urine examined, so 
that the observer is not always to blame for not 
correctly diagnosing the case. In many cases of 
stone, though not in all, we find conglomerations of 
needles, star-shaped masses, small, irregular, light 
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plates or formations of varying sizes, slightly irreg- 
ular in shape, with needles radiating from the center. 
These formations sometimes look like cross sections 
of stones, or they may resemble star-shaped calcium 
phosphate crystals to a considerable degree. They 
almost invariably, however, have at least a faint, 
pale yellow or yellowish-brown, at times even a 
greenish color, while the phosphates are always 
colorless. When present they mostly always indi- 
cate the existence of a uric acid stone, while the 
lozenge, wedge or whetstone shapes do not signify 
the presence of a calculus, but merely the precipita- 
tion of uric acid. 

In order to ascertain the exact character of these 
formations, if we cannot positively identify them 
under the microscope, a small amount of some alkali, 
such as caustic potash or soda, may be added while 
the specimen is examined under the microscope ; the 
uric acid crystals will now be seen to dissolve read- 
ily. Ifa drop or two of acetic acid be then added, 
small characteristic crystals will soon reappear. 

It is plain that when concretions are passed, irri- 
tations or inflammation of the urinary tract are 
bound to exist. Evidences of such irritation and 
inflammation will be seen under the microscope. 
A calculus may be passed into the bladder, 
remaining there and keeping up an irritation of the 
bladder for a long time. Hemorrhages not infre- 
quently result from the passage of a stone, and 
whenever a urine is examined, which shows a 
hemorrhage, careful search must be instituted for 
any evidence of a calculus. 

In all cases, in which an irritation, inflammation 
or hemorrhage in any part of the urinary tract is 
present, the evidences of these pathological processes 
are found in the urine, since pus corpuscles and red 
blood globules always appear. The exact location of 
the process can usually be determined from the char- 
acter of the epithelial elements under the micro- 
scope. In the majority of cases the epithelia are 
characteristic enough to admit of their positive 
location, as the epithelial lining is peculiar to each 
organ. There are only three varieties of epithelia 
in the body: the flat or squamous, the cuboidal and 
the columnar or cylindrical. Flat epithelia are 
always more or less irregular in outline, exhibiting 
a broad front surface, while in edge view they are 
narrower and somewhat spindle-shaped. Cuboidal 
epithelia have about the same diameter in all direc- 
tions ; while columnar epithelia are elongated in one 
direction. All epithelia change to a certain degree 
in urine, but more especially the cuboidal, which are 
originally angular, polyhedral formations; by the 
inhibition of the watery constituent of the urine, 


they swell and assume a more or less regular, even 
perfectly spherical, form. Although the shapes 
alone of the epithelia from different organs do not 
admit of a diagnosis as to their location, their sizes 
are quite distinct, the larger numbers of the epithe- 
lial surfaces of the urinary organs being lined by 
epithelia of a more or less characteristic size. 

A uric acid calculus may be impacted either in 
the kidney substance, the pelvis of the kidney, the 
ureter or the bladder. The uriniferous tubules of 
the kidney are lined by a simple epithelium, which, 
generally speaking, is cuboidal in the convoluted, 
flat in the narrow, and columnar in the straight 
collecting tubules. The most important of these 
epithelia are the cuboidal from the convoluted 
tubules, which, in urine, are round, globular or 
slightly irregular. They are the smallest epithelia 
found, and are on an average about one-third larger 
in diameter than the pus corpuscles or leucocytes 
in the same case, which latter are the smallest gran- 
ular corpuscles seen in urine. The flat epithelia 
from the narrow tubules cannot be differentiated 
from them. Whenever these epithelia are found 
together with pus corpuscles and red blood globules, 
and, if the case has become chronic, with newly 
formed fat globules, even without the formation of 
casts, the presence of an irritation or inflammation 
of the kidney becomes certain. 

Epithelia from the pelvis of the kidney are con- 
siderably larger, either globular or irregular, and 
may be caudate, pear-shaped or lenticular. Those 
from the ureter are rarely found alone but usually 
with those from the pelvis. Their characteristic 
size is about double that of the pus corpuscles in 
diameter, being smaller than the round epithelia 
from the pelvis of the kidney, but larger than those 
from the convoluted tubules. In the majority of 
cases uric acid stones are located in either the pelvis 
or the ureter. 

Epithelia from the bladder are of three distinct 
varieties, easily recognizable and larger than those 
previously mentioned; those from the upper layers 
are flat, from the middle layers cuboidal, and from 
the deepest layer columnar. Flat epithelia from the 
upper layers, when present alone, without cuboidal 
epithelia, have no significance, as they continually 
degenerate in health, though in small amount only. 
As soon, however, as they occur with pus corpuscles 
and cuboidal epithelia the diagnosis of some patho- 
logical process must be made, cuboidal epithelia 
never being found under normal conditions. Col- 
umnar epithelia from the deepest layer are seen only 
in more intense, deep-seated pathological lesions. 

It is by the presence of these epithelia that the 
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location of a calculus can readily be determined. In 
irritation or hyperemia all the features, that is pus 
corpuscles, red blood globules and epithelia, are 
scanty, while in inflammations they are present in 
at least small to moderate numbers. When a hemor- 
rhage has occurred, the red blood globules are very 
abundant, and here it may be difficult to find a suffi- 
cient number of epithelia for the localization of the 
lesion; by patient search and the examination of a 
number of different drops of urine, however, some 
characteristic epithelia will usually be found. 

In severe hemorrhages, as well as in ulcerations or 
suppuration, which may result from the presence of 
calculi, besides the features mentioned, connective 
tissue shreds of varying sizes, though mostly small, 
will also be found. These shreds are made up of 
many moderately refractile fibers, the individual 
fibers being rarely single, but conglomerated in the 
form of small, irregular bundles. They may be 
small and delicate or of moderate length, and must 
be especially differentiated from mucus threads, 
which are normally present in every urine, but are 
increased in all inflammations. The latter are pale, 
more or less regular strings, which are often 
scarcely perceptible, and have little significance, 
while the presence of the former invariably indi- 
cates an intense pathological condition. 

It can thus be readily seen that urinary examina- 
tions are of the greatest importance in cases in 
which the presence of a stone is suspected, and that 
they often enough help to clear up a case the clinical 
features of which are not plain. On the other hand, 
a number of examinations may be necessary before 
the features showing a uric acid calculus are found 
in the urine. 


CoLorRLEss IopIN. 


Here is a very easy way to make colorless iodin: 
B fodin, 3 vij. 

Aqua ammonia, 3 iss. 

Carbolic acid, gtt. x to xij. 

Shake well and wait just a moment and all color 
will be gone. 

If the aqua ammonia is old, or the carbolic acid 
old, the change probably will not be instantaneous, 
The change may come slowly, but not absolutely 
transparent with old aqua ammonia or old carbolic 
acid. The therapeutic value of the iodin has ‘not 
been harmed at all for local application. In fact it 
can be used with better results to reduce a swelling 
than the iodin before being changed.—C. E. 
Hoover in The Medical World. 


THE VALUE OF BLOOD EXAMINATION 
IN OBSTETRICS AND GYNECOLOGY* 


By Ira S. Witz, M.D., 


Adjunct Pathologist, Sydenham Hospital; Clinical Pathol- 
ogist, Children’s Department, anderbilt Clinic; 
Assistant Clinical Microscopist, Mt. Sinai 
Hospital Dispensary, 


NEW YORK. 


In considering the practical value of blood ex- 
amination in obstetrics and gynecology, I fully re- 
alize that general opinion places such value at about 
zero. It is for the purpose of ascertaining the jus- 
tice of this valuation that I selected this subject for 
discussion. 

It must be primarily understood that blood ex- 
aminations are not to be viewed as isolated pro- 
cedures, but must be considered as part of the means 
of securing a complete symptomatology of disease. 
The hematological findings are to be interpreted in 
the light of the clinical histories of patients, as much 
as are the results of examination of the urine or the 
gastric contents. The blood does not tell the whole 
story. It can only show the effects upon itself of 
the disease or condition which is undef investiga- 
tion. 

By blood examination a mean the determina- 
tion of hemoglobin, total number of red corpuscles 
and white cells and, most especially, a differential 
count of the leucocytes. Mere estimation of the 
total number of leucocytes sheds no light upon the 
nature of the relative leucocytosis. In low white cell 
counts, a differential count is imperative. With a 
low leucocyte count the polynuclear neutrophiles 
might be present to the extent of 80% or above, thus 
suggesting a severe sepsis, although the total num- 
ber of leucocytes failed to show it. Without a dif- 
ferential count a leucocytosis cannot be distinguished 
from a mild leukemia. Physiological leucocytosis 
can be distinguished from pathological leucocytosis 
only by a differential count, because the physiologi- 
cal type consists of a “mixed leucocytosis,” i. e., all 
the leucocytes are increased, but no one type of leu- 
cocyte is increased relatively beyond the others. By 
differential counting only, can one ascertain such an 
important factor in prognosis as the return of eosin- 
ophiles or basophiles to the circulation. 

The blood in females does not vary greatly from 
the blood in males, save that after puberty the total 
number of red corpuscles is 4,500,000, instead of 
5,000,000, as found in males. Physiological ac- 

tivities, according to Stierlin, produce greater varia- 
tions than exist in the blood of males; but generally 


* Read before the Section on Obstetrics and Gynecology of the 
Eastern Medical Society, New York, January 26, 1906. 
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speaking, the leucocytes, platelets and hemoglobin 
are present in proportions similar to those found in 
the blood of males. 

Menstruation is a normal physiological process 
and causes no alteration of the normal blood picture. 
In exceedingly profuse menorrhagia, there may be 
a slight reduction of red corpuscles. According to 
Vierordt, to cause an alteration in the nature of the 
blood constituents, a hemorrhage of 1/50—1/20 the 
total blood volume is necessary. It is a safe rule 
that anemia during menstruation is dependent upon 
some cause other than the menstrual discharge. 
Chlorosis may very occasionally be the underlying 
cause of menorrhagia, but most frequently it is the 
basis of amenorrhea. 

The relation between chlorosis and deficient de- 
velopment has frequently been noted. Rokitansky 
and Virchow described a lack of development in wo- 
men with severe and rebellious chlorosis. Stieda pre- 
sents some interesting figures, based upon an ex- 
amination of twenty-three chlorotics and 233 non- 
chlorotics. In fourteen cases he found puerile type 
of pelvis; in nine, deficient development of the ex- 
ternal genitalia; in five, infantile uterus; in twelve, 
ovaries smaller than normal; in five, poorly develop- 
ed breasts. In brief, 73%-79% of chlorotics ex- 
hibited one or more anomalies of development, 
whereas only 27.5% of non-chlorotics showed any 
genital maldevelopment. The blood picture of leu- 
corrheic individuals is mainly that of chlorosis,—de- 
ficiency of red corpuscles and a disproportionate lack 
of hemoglobin. 

Pregnancy, with its attendant anatomical changes, 
and accentuated physiological activities, produces no 
alteration of the red corpuscles. In my experience, 
there is no anemia that is normal in pregnant 
women. Thompson has described, however, a mod- 
erate decrease of red cells during the early months 
of pregnancy, remaining constant during the middle 
period, and returning to normal at the end of preg- 
nancy. During the first seven months he found 
‘the hemoglobin slightly decreased. A slight absolute 
leucocytosis, of the mixed type, was’ determined. 
Payer ascertained the average red count in twenty- 
one normal pregnant women to be 4,529,000. He 
likewise found the hemoglobin normal. He did note 
that the individual red cells were slightly larger 
than normal. His examinations, made four hours 
after breakfast to exclude possible error from a di- 
gestive leucocytosis, revealed slight absolute leu- 
cocytosis. Arneth determined that the leucocytes 
reached their height at the end of labor. I believe 
the leucocytosis following labor to be due to shock, 
hemorrhage and anesthetic, and is not a physiologi- 


cal leucocytosis. Arneth recognized a fall in the 
number of leucocytes after parturition, and another 
rise as the breasts took up their functions. Carton 
found a leucocytosis of 8,000 to 15,000 during the 
last months of pregnancy, and found the percentage 
of polynuclear neutrophiles to constitute 70% to 80% 
of the total number. He believed the percentage 
of polynuclear cells to be greater in primipare thar 
in multipare. I have noticed that the leucocytosis is 
higher in primipare, but have never. found any leu- 
cocyte counts during pregnancy as high as reported 
by Cabot—25,000 and 37,000. Rarely can the leu- 
cocytosis be determined before the third month of 
pregnancy, hence it may be regarded as a symp- 
tom occurring during the second trimester. During 
uncomplicated pregnancy, I have always found 
eosinophiles present. 

During the peuerperium, the number of leuco- 
cytes falls rapidly and by the fourth day it usually 
reaches normal. In the presence of lacerations, pro- 
fuse secondary hemorrhage, phlebitis, septicemia, 
enlarged, tense, painful breasts, the fall in the num- 
ber of leucocytes may be retarded or a secondary 
rise may occur. If the eosinophiles at this stage de- 
crease or disappear from the circulation, some com- 
plication demands attention. In all puerperal con- 
ditions a return of eosinophiles and basophiles to 
the circulation is of excellent prognostic import. 
Aside from the prognostic value of the eosinophiles, 
we may by them differentiate puerperal mania from 
a septic delirium. Mania has no absolute leucocyto- 
sis, but generally has the eosinophiles relatively in- 
creased. In sepsis there is a polynuclear neutro- 
phile leucocytosis. 

In puerperal sepsis, there may be no leucocytosis. 
As Ewing has shown, when mucous surfaces are in- 
volved in suppuration, only mild leucocytosis is 
called forth. This is exemplified in gonorrheal in- 
flammations, where I have failed to find a leucocy- 
tosis worthy of mention. In the chronic types, es- 
pecially, have I found the blood picture to vary but 
slightly from the normal. In the puerperium, when 
hemorrhage, laceration, etc., may cause sustained 
leucocytosis, the leucocytes may give no suggestion 
of an existing sepsis. The red blood corpuscles 
may, however, reveal the presence of a deadly agent 
in the blood. Any septicemia rapidly produces 
anemia, but none so markedly as does puerperal 
septicemia. A rapid loss of red corpuscles, not due to 
hemorrhage, is one of the early symptoms of sepsis. 
Grawitz narrates a most remarkable case wherein 
the red corpuscles fell to 300,000 within twenty- 
four hours. Hayem records a case of puerperal 
sepsis with 1,450,000 red corpuscles and hemo- 
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globin 20%. The hemoglobin falls proportionately 
to the red cell deficiency. According to Hayem 
and Toenissen, the loss of red corpuscles averages 
from 200,000 to 1,000,000 per week. The rapid 
fall of red corpuscles is accompanied by a diminu- 
tion in size of the cells and decreased rouleaux for- 
mation. The pernicious effect of the toxic agent is 
manifest in the scarcity of normoblasts as evidence 
of regeneration. With the destruction of red cor- 
puscles below 3,500,000 prognosis become unfavor- 
able. Blood cultures can be made when the septi- 
cemia is of doubtful origin, but failure to find an 
organism in the blood is of purely negative value. 
Sudden exacerbations of temperature, accompa- 
nied by chills and sweats, are suggestive of malaria. 
The blood examination quickly decides the ques- 
tion. 

In suppurative conditions, as appendicitis, salpin- 
gitis, pelvic or tubo-ovarian abscess, the general 
rules regarding leucocytosis in cases with pus for- 
mation hold true. With mild cases, or sudden gan- 
grenous cases, where the patient’s system is taken 
by storm, high leucocytosis does not occur. When 
the struggle between patient and disease is more 


even, then the polynuclear neutrophile predomin- 


ates in the induced leucocytosis. With the leucocy- 
tosis, the eosinophiles disappear from the circulation. 
Bérard and Descos found 11,000-21,000 leucocytes 
in acute pus cases, and 7,000-10,000 in subacute 
cases. Operations may be based on blood examina- 
tions, only when interrupted in the light of clinical 
histories. Gradually increasing white cell counts 
speak for operative intervention. A high, but sta- 
tionary, leucocyte count is suggestive of a walled- 
off abscess. Benjamin justifies operation, not only 
when the leucocytes rapidly rise, but also when the 
hemoglobin is rapidly falling. In addition, I beg 
attention again to the indication for operation when, 
instead of a high leucocytosis, the polynuclear neu- 
trophiles are relatively increasing and eosinophiles 
and basophiles are absent. The gradual relative in- 
crease of polynuclear leucocytes is more indicative 
of suppuration than is a high mixed leucocytosis. 
It is to be regretted that the usually subacute gon- 
orrheal conditions, which are back of so large a pro- 
portion of gynecological cases, fail to induce a pro- 
nounced leucocytosis. Intrapelvic conditions, save 
abscesses, produce no leucocytosis. Septicemia and 
hemorrhage incite a leucocytosis. Ruptured ectopic 
pregnancy quickly reveals the leucocytosis of hemor- 
thage. 

In the handling of operative cases, it must be re- 
called that the administration of an anesthetic, a 
saline infusion, the abdominal section itself with its 


attendant shock, give a slight leucocytosis. King 
describes an increase of 5,000-10,000 leucocytes after 
operation, which reaches its maximum within 
twelve hours and may disappear within thirty-six 
hours. If the leucocytosis is sustained, or if it is 
10,000 above the individual’s normal for only a few 
hours, further complications must be sought. It is 
therefore important to know the leucocyte count 
previous to performing an operation. Secondary 
infection, peritonitis, unnoted foci of suppuration, 
may be the cause of non-subsiding leucocytosis. 
When, after operation, the eosinophiles and baso- 
philes return to the circulation, the prognosis be- 
comes more favorable. 

Tuberculosis of the genito-urinary tract may show 
an anemia of cachexia or, as is more frequently the 
case, the blood picture due to secondary infection. 
In my experience lymphocytosis is not of general 
occurrence. 

Syphilis presents a lymphocytosis as its chief 
hematological characteristic, together with a marked 
secondary anemia. The appearance of mononuclear 
leucocytosis is opposed to tuberculosis or malignant 
growth. The severity of the syphilitic infection may 
be gauged by the height of the lymphocytosis and 
the fall in hemoglobin. In severe syphilitic cach- 
exia I have found the polynuclear neutrophiles re- 
duced to 28% while the lymphocytes numbered 70%. 
In syphilis the eosinophiles are not more than slight- 
ly affected, save in tertiary skin or bone manifesta- 
tions. 

In considering new growths, it must be remem- 
bered that small tumors do not affect the blood un- 
less they take on rapid growth, cause hemorrhage, 
or suppurate. In advanced stages of any tumor 
causing a cachexia, a slight leucocytosis may be 
found, but this is generally due to a secondary in- 
flammation, hemorrhage or suppuration. There 
may arise a marked anemia—even to the simulation 
of pernicious anemia. In carcinoma uteri, the rapid 
growth, frequent ulceration, almost constant hemor- 
rhage, may incite leucocytosis with the polynuclear 
neutrophiles increased. Cachexia may follow with- 
out marked leucocytosis, thus differing from sar- 
coma, where leucocytosis is frequent and higher. 
The polynuclear cells are not always increased. 
Myelocytes are common in carcinoma. The anemia 
of carcinoma is of the chlorotic type. Sarcoma also 
shows alterations of the red corpuscles. It must 
be remembered that many malignant growths, in 
early stage of development, do not show an oligo- 
cythemia, but an actual polycythemia. 

Persistent leucocytosis, or persistent relative in- 
crease of the polynuclear neutrophiles, is of utmost 
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diagnostic importance, suggesting at once suppura- 
tion or malignancy, if hemorrhage can be excluded. 
With a concomitant anemia, sudden leucocytosis 
speaks for hemorrhage rather than for a malignant 
condition. Given a tumor, a gradual increase of 
leucocytes is indicative of rapid growth. Leucocyto- 
sis is always opposed to benign tumors. If there is 
no absolute leucocytosis a polynuclear increase is 
very important to note. 

Post-operative leucocytosis excludes tympanites, 
constipation, neuralgia, hysteria and demands im- 
mediate investigation. 

Without question, much aid may be derived from 
routine blood examinations. With increased interest 
in the blood regarded as a symptom, with careful 
differential counts and as much attention paid to 
the red corpuscles as has been bestowed upon the 
leucocytes, the benefits will be multiplied, until a 
discussion of the value of blood examinations in 
obstetrics and gynecology will be fraught with un- 
limited value and diagnostic information. 

601 West 148TH STREET, 


GALL-STONES IN THE CYSTIC DUCT— 


WITH DESCRIPTION OF A MEANS 
OF DISLODGING THEM IN 
CERTAIN CASES.* 


By L. H. Dunnine, M.D., 


INDIANAPOLIS, IND. 


This brief paper is written for the purpose of 
presenting an account of a method which I have 
employed in one case, which greatly facilitated the 
pressing backward into the gall-bladder of a stone 
impacted in the cystic duct. 

Before describing the method it seems to me 
proper to briefly consider the indications for the 
employment of cholecystotomy in cases of stones 
in the gall-bladder and cystic duct. This seems ap- 
propriate at this time by reason of the apparent lack 
of uniformity of methods in such cases among our 
great operators. 

There is no question occupying the attention of 
the surgeon to-day of greater interest, and there are 
few of more vital importance, than that of drainage 
in gall-bladder and bile duct diseases. Which is 
the best method, and what are the indications for 
each, gall-bladder, cystic duct, or hepatic duct drain- 
age? After a diligent study of the experiences of 
a considerable number of our great operators, I am 
forced to the belief that we have not yet reached the 
point in gall-bladder surgery where a positive an- 


~ ® Read before the Southern Surgical and Gynecological Society, 
December 12, 1905. 


swer can be given to either one of these questions, 
It seems to me to be a conviction pretty generally 
shared by our most experienced surgeons that some 
form of drainage yields the best results in the vast 
majority of cases, but there is a distinct lack of 
uniformity in the choice of methods. 

There is, however, one point of agreement. It is 
that in case of closure of the cystic duct or marked 
stricture of the duct with inflammation and thicken- 
ing of its walls, it is useless to rely upon the gall- 
bladder as a way of drainage of the hepatic ducts. 
So that such a closure, or imminence of closure, has 
come to be considered an almost absolute indication 
for cholecystectomy. Probably the only cases in 
which cholecystectomy would be considered as not 
indicated would be those in which there was infec- 
tion of the gall-bladder and such a condition of the 
patient as to demand the simplest possible procedure 
for relief. Then cholecystotomy in one or two 
stages, and cholecystectomy later, if necessary, 
seems the proper procedure. 

- What shall be done in gall-stone cases where the 

stones are confined to the gall-bladder and cystic 
duct, with the latter permeable and all other ducts 
clear? In the light of my present information I 
should answer this question by saying, cholecystot- 
omy and gall-bladder drainage. There may be some 
exceptions to this rule, such as the presence of 
changes in the gall-bladder, that lead the operator 
to fear the later development of cancer, or such a 
thickened, contracted condition of the gall-bladder 
as to render this organ difficult of drainage, and if 
drained of little use because of its smallness and 
the lack of elasticity of its walls. 

My reasons for holding decided views relative to 
the superiority of cholecystotomy to cholecystectomy 
in the class of cases we are considering are the 
following: 

Cholecystotomy is more in accord with the de- 
signs of nature in the construction of the gall-blad- 
der and bile duct system. To be sure, the purpose 
of the gall-bladder has not been made entirely clear 
to our minds, but this fact seems indisputable, viz., 
that under normal conditions, the bile flows freely 
into and out of the gall-bladder. The gall-bladder 
is capable of becoming, and undoubtedly does be- 
come, a receptaculum for bile, and thus, at times 
relieves undue pressure in the ducts and duct termi- 
nals. If this be true the gall-bladder serves a useful 
purpose and should be retained unless the safety of 
the patient demands its removal, and facts seem to 
show conclusively that, in the class of cases under 
discussion, the safety of the patients does not de- 
mand the removal of the gall-bladder. 
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Not only is it desirable to drain through the gall- 
bladder, and to leave this organ as a part of the bile 
system, but also the statistics of our most experi- 
enced operators show beyond a question that in 
suitable cases the mortality of cholecystotomy is 
considerably less than the mortality of cholecys- 
tectomy. 

A few statistics may be quoted as substantiating 
this statement. Kehr’s latest report shows the fol- 
lowing rate of mortality for the two methods: (1) 
conservative operations (cholecystotomy, cystende- 
sis and cysticotomy), 275 cases; 5 deaths; 1.8% 
(2) cholecystectomy, 220 cases; 7 deaths; 3.2%. - 

In a previous paper he gives a table of operations 
done within a certain period and in this table are 
mentioned: 20 cystotomies, no deaths; 15 cystect- 
omies, I death. 

In the abstract from his paper from which I am 
quoting, Dr. Kehr is made to say that he removes 
the gall-bladder when this does not appreciably in- 
crease the risk of the operation. 

In another abstract of the same paper I find that 
Kehr prefers cholecystotomy in all acute cases. In 
interval operations he believes the gall-bladder 
should be extirpated. If he is correctly quoted, we 
must conclude that in the (acute) cases, many of 
which are most dangerous, he does cholecystotomy, 
with a mortality of 1.8%, while in the less dangerous 
(interval) cases he does cholecystectomy, with a 
mortality of 3.2%. 

Mayo Robson, in the third edition of his work, 

shows conclusively the greater mortality of chole- 
cystectomy. He says, “Where the operation of 
cholecystotomy has been undertaken for cystic dis- 
eases, such as gall-stones, in the absence of cancer 
and jaundice, with suppurative or infective cholan- 
gitis, the mortality has been only 1.06%. If the 
complicated cases, such as phlegmonous cholecys- 
titis, gangrene of the gall-bladder, suppurative and 
infective cholangitis (all of which are classified by 
Kehr as complicated cases), be included, the mor- 
tality has been 2.7%. Where cholecystitis has been 
performed for diseases other than malignant, the 
mortality has been 6.2%, 
- The Mayo statistics show there were 573 chole- 
cystotomies with a mortality of 2.46%; 186 chole- 
cystectomies with a mortality of 4.3%. Mayo states 
that (the more dangerous) acute cases were nearly 
always drained by cholecystotomy. 

These statistics speak unmistakably for cholecys- 
totomy in suitable cases. After stating the above 
Statistics of their operations, Mayo, in his charac- 
teristic clear and concise method, proceeds to say, 
“Inasmuch as in not a single instance did stones 


reform in the gall-bladder when left behind, chole- 
cystotomy must be considered the safe operation, 
cholecystectomy being reserved for certain cases in 
which cholecystotomy may be expected to furnish in 
a considerable proportion of cases a partial or com- 
plete failure.” 

This statement I believe will stand the test of 
time and experience, and will be the test the surgeon 
will apply in choosing between cholecystotomy and 
cholecystectomy in gall-stone cases in which the 
calculi are confined to the gall-bladder and cystic 
ducts, with the latter patulous and the hepatic and 
common ducts clear. The best test of the patency 
of the cystic duct is the presence of a considerable 
amount of bile in the gall-bladder. If the bile be 
clear and fluid, the proof may be considered posi- 
tive, and, if of considerable amount, even though 
of dark color and mixed with ropy mucus, it is 
nearly as positive proof; but if the bile be of small 
quantity, thick and ropy, or if it be inspissated, it is 
safer to deal with the case as one of bile stasis, and 
one in which gall-bladder drainage will be insuffi- 
cient. 

The means successfully employed for clearing the 
cystic duct of stone or stones have been: 

(a) By gentle manipulation by finger pressure, 
forcing the stone backward into the gall-bladder. 

(b) In case the stone is lodged in the cystic duct 
in front of a stricture of smaller caliber than the 
transverse diameter of the stone, the stone has been 
crushed and the fragments forced backward and 
into the gall-bladder; the stone has been broken by 
needling and the fragments forced backward; the 
stricture has been dilated to a size sufficient to en- 
able the stone to pass into the gall-bladder, by means 
of forceps which have been carried through the 
incision in the gall-bladder and through the stricture 
and then opened. Sometimes the finger tip has been 
made to enter the stricture and by pressure dilate it 
to a sufficient size to allow the passage of the stone. 

(c) Incision of the cystic duct, delivery of the 
stone through the incision, and finally stitching the 
incision, has been practiced of late. 

The procedure which I employed in one case, the 
history of which I herewith submit, is a very simple 
one and it seems to me a feasible one also. 

The gall-stone was lodged in the cystic duct in 
front of a small stricture. After making all the 
effort I deemed prudent to press the stone backward 
into the gall-bladder, without success, I attempted, 
also unsuccessfully, to dilate the stricture with the 
finger tip, and later with forceps. One of the as- 
sistants suggested that he thought we could better 
dilate with the forceps if we could see the stricture. 
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The walls of the gall-bladder were elastic. The 
liver had been turned upward, so the. gall-bladder 
was near the surface. The opening in the gall- 
bladder through which we had been working was 
enlarged a little, and then the stone was steadied and 
held against the stricture by an assistant. The 
fundus of the gall-bladder was pushed forward 
toward the strictured entrance into the cystic duct. 
We so far succeeded as to bring the opening of the 
gall-bladder directly opposite to the strictured open- 
ing. We then tried to introduce the tip of the for- 
ceps, but failed. Picking up a pair of probe-pointed 
scissors, curved on the flat, the point was gently 
worked through the fistula and the scissors opened. 
This did not dilate the opening sufficiently, so the 
edge of the fistulous ring was snipped slightly in 
two or three places, when we were able to dilate the 
fistula so as to permit the easy exit of the stone. 
Our operation was completed in the usual way. A 
rubber tube was fastened in the gall-bladder and 
that viscus anchored to the fascia. Before we had 
finished our operation it was easily apparent that 
a little bile had flowed into the gall-bladder. 

Two or three ounces of bile were discharged from 
the tube daily. At first it was dark and thick, but 
gradually approached the normal color and con- 
sistency. The patient made an uneventful recovery 
and has had little further pain or soreness in the 
gall-bladder region. 

It seems to me that the procedure we adopted in 
this case may be found of service in others. It is 
not applicable, of course, to cases in which the gall- 
bladder cannot be brought near the surface nor to 
those in which the gall-bladder is thickened by in- 
flammatory deposits. Mayo Robson quotes a case, 
on page 256 of the third edition of his book, in which 
it would have been particularly applicable. 

The steps of the procedure are: (1) Pull down 
and rotate the liver by the method of Robson. (2) 
After emptying the gall-bladder, if thought advisa- 
ble enlarge the opening in the fundus. (3) Let an 
assistant gently but firmly hold the stone against the 
small opening between the gall-bladder and the 
cystic duct. (4) Bring the two openings, viz., the 
one in the fundus of the gall-bladder and the one 
leading into the cystic duct directly opposite, the 
walls upon either side lying in close contact. (5) 
Slightly snip, if necessary, the edges of the ring 
surrounding the cystic duct opening, dilate the open- 
ing with forceps tips or with the blades of blunt- 
pointed scissors curved on the flat. (6) Complete 
the cholecystotomy in the usual manner. 

In the writer’s experience in operating upon 93 
cases of gall-stones, there have been 10 cases of 


stone in the cystic duct requiring considerable effort 
for their dislodgment. In two of the cases early in 
his experience, the stones were crushed and por- 
tions left behind, subsequently giving so much 
trouble that cholecystectomy was finally performed. 

If one studies Mayo Robson’s tables of cholecys- 
totomies he will be struck by the frequency with 
which he was compelled to crush the cystic duct 
stone. The case of Robson’s, referred to above as 
one in which the method here described would have 
been applicable, is thus reported: 


“Case 259, Empyema of the gall-bladder, cysto- 
dochotomy and drainage. Recovery. 

Mrs. G., aged 47, seen with Dr. L., of Forsley, 
Repeated gall-stone’ seizures for two years; no 
jaundice; no fever; distended and tender gall-blad- 
der. 

Operation, March 23rd, 1904. Empyema of gall- 
cyst with many small stones in the gall-bladder ; one 
large impacted stone which could not be dislodged 
from within, was removed from the cystic duct: by 
direct incision; drainage of the gall-bladder and 
gauze drain down to sutured incision in duct. Good 
recovery. Well in 1go1.” 


In this case the method of multiple slight incisions 
and dilatation of the strictured opening into the 
cystic duct would have been accomplished with the 
greatest ease. It is probable that in many cases no 
snipping of the ring of tissue surrounding the open- 
ing will be required, dilatation being sufficient. 

Author’s case upon which this paper is based: 


Mrs. Y., referred by Dr. Hester of Blomingdale, 
Ind., June, 1905. She presented a long history of 
repeated attacks of gall-stone colic. She was ema- 
ciated and quite ill when she came to the hospital. 
Her suffering and ill-health was aggravated by the 
presence of retroverted uterus and prolapsed and 
inflamed adnexa, so that at the urgent solicitation 
of herself and physician, the operation began with 
ventro-suspension and removal of the adnexa. The 
usual gall-stone operation followed. The gall- 
bladder contained a considerable quantity of dark 
colored bile and several gall-stones. One large 
stone was incarcerated in the cystic duct. No stones 
in the common duct. The stone in the cystic duct 
was slightly movable, but the opening into the duct 
from the gall-bladder was very small and tight. I 
attempted to dilate the opening with the finger tip 


and later with forceps, all to no purpose. I then at- . 


tempted by passing a large needle through the open- 
ing and into the stone, to fracture it, but this was 
unsuccessful. Finally, the method heretofore de- 
scribed was adopted with success. The gall-bladder 
was drained with a large rubber tube. 

Bile drained away promptly. It was at first dark 
and thick but gradually thinned and became nearly 
normal. With the exception of an abscess in the 
lower wound, the patient made an ideal recovery. 
The biliary fistula closed in six weeks. The patient 
regained her health. ; 
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COMMON DUCT OBSTRUCTION* 
By Joun WeEstey Long, M.D., 
GREENSBORO, N. C. 


Obstruction of the common duct bears about the 
same relation to stones in the gall-bladder as does 
general peritonitis to catarrhal appendicitis. The 
one is a simple affection, per se, and easily remedied 
by a safe operation, while the other is a serious con- 
dition, always accompanied by grave complications, 
and any operation undertaken for its relief is never 
free from danger. 

This statement is amply borne out by the statistics 
from the Mayo clinic, as yet unpublished, and which 
I quote by permission, through the courtesy of Dr. 
C. H. Mayo. The Mayos have done 1,325 gall- 
stone operations, of which 646 were for simple 
stones in the gall-bladder, without marked compli- 
cation, with a mortality of iess than one-half of one 
per cent.; while of their operations for common 
duct obstruction by stones, they have had 177 cases 
with a mortality of 11.9%, and of malignant growths 
of the common duct 10 cases with 40% mortality. 

These facts should forever settle the question as 
to the propriety of operating while the stones are 
still in the gall-bladder and the case free from com- 
plications ; and I trust this association will not fail 
to endorse this view of the matter. 

Common duct obstruction is produced by a variety 
of conditions, but the chief cause is the presence of 
stones. The next most frequent case is malignant 
growths, and they are so nearly always caused by 
the irritating presence of stones that when all has 
been said relative to stones, the tale has about been 
told. 

This association had held three annual meetings 
before H. O. Marcy successfully removed the first 
stone from the common duct, hence we are not dis- 
cussing ancient history, but a modern surgical pro- 
cedure to which no one has contributed more than 
has this learned body. 

It is perhaps true that gall-stones may remain in 
the gall-bladder a long time, even throughout life, 
without ever producing symptoms, but when they 
journey down into the common duct they generally 
make their presence known. And I believe a careful 
inquiry into the histories of the cases would elicit. 
evidences of the presence of stones while yet in the 
bladder in the vast majority of instances. Once in 
the common duct a train of vicious complications 
is set in motion that is terminated only by the pass- 
age of the stone or an operation. 


* Read before the Southern Surgical and Gynecological Association, 
Louisville, December 13, 1905. 


In common duct obstruction infection is already 
present, since the stones do not begin to form in 
their natural habitat, the gall-bladder, until infec- 
tion has taken place. This primary infection prob- 
ably comes through the bacteria screened out of the 
blood by the liver cells. Although the original in- 
fection be long since gone, Sherrington has shown 
that the moment obstruction of the common duct 
occurs, there is an instantaneous invasion of colon 
bacilli from the duodenum. An infectious cholan- 
gitis of course leads to dire consequences. Infection 
in the gall-bladder produces but little constitutional 
symptoms because of the absence of glands, but the 
common duct is bountifully supplied with lymphat- 
ics, therefore the sepsis is quickly absorbed, pro- 
ducing the chill and characteristic “steeple” temper- 
ature curve of common duct infection. Added to the 
absorption is the invasion of the liver along the 
hepatic ducts, and of the surrounding peritoneum. 
I have seen two patients die from peritonitis due to 
common duct obstruction, without operation. Rob- 
son gives a list of twenty-seven distinct conditions 
or complications that may result from common duct 
obstruction, but even an enumeration of them would 
be out of place here. 

The distinct symptoms of common duct stones 
are the colic, the intermittent jaundice, the absence 
of tumor and the ague-like paroxysms. Jaundice 
is not always present, but certainly, as a rule, in 
acute obstruction there is jaundice. Unless the 
stone be impacted the jaundice is intermittent, with 
a tendency to deepen after each exacerbation of 
symptoms. There is rarely a tumor unless the cys- 
tic duct be blocked. The chill is rather a rigor and 
the temperature goes up rapidly and drops quickly. 
The pain is not so severe as is cystic duct pain and is 
nearer the middle line. 

The treatment of common duct obstruction can 
never be anything other than surgical. Each case 
must necessarily be in a measure a law unto itself, 
but there are certain principles that have been quite - 
firmly established. After the removal of the stone 
the first essential is drainage. No operation on the 
common duct can be considered safe that does not 
provide for drainage, either directly from the duct 
or from around it. In some of my cases I have been 
able to close the opening in the duct, but never the 
abdomen without drainage. 

It is also imperative that the patency of the cho- 
ledeco-duodenal opening be assured, otherwise we 
shall have a permanent biliary fistula. 

If the obstruction be irremovable, as in malig- 
nancy with extensive involvement, then a cholecyst- 
enterostomy should be done. 
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Another problem which confronts us in the man- 
agement of common duct cases is what disposition 
shall we make of the gall-bladder. Shall it be re- 
moved or drained? When stones are removed from 
the gall-bladder they rarely reform, as is shown by 
Mayo’s experience of over 1,300 cases, with refor- 
mation of stones in only one. 

This is not so universally true in common duct 
cases, since the same operators had stones reform 
five times in 177 cases. It may be assumed that 
while stones never form primarily in the common 
duct, once they reach the common duct the resulting 
diseased mucosa may invite the formation of other 
stones. It is therefore advisable that the gall-blad- 
der be left, in case it should be needed for drainage. 

The following cases are illustrative: 

Mrs. B., xt. 41, married, and the mother of a 
large family, gives a history of acute cholecystitis 
eighteen years before her present attack. The 
writer attended her during her former illness. Her 
health was perfect until about six months preceding 
her present illness, when she began to have attacks 
of colic in the common duct region. These attacks 
recurred with increasing frequency and severity, 
and were always followed by transient jaundice. 
After a little while the attacks would be accom- 


panied by a rigor and a sharp rise of temperature, 
often as much as 105°, which would drop to normal 
in a few hours. The patient became markedly ema- 
ciated and anemic. 

At operation the gall-bladder was found full of 


stones and pus, but it contained no bile. There 
was one stone in the third portion of the common 
duct. Fortunately I was able to strip this stone 
backward and remove it, after doing a cholecystec- 
tomy, by dilating the stump of the cystic duct and 
expressing the stone through it. The cystic duct 
opening was closed and ample drainage provided. 
The patient made a quick recovery and is now in 
perfect health. . 

It was noticed that the head of the pancreas was 
enlarged and very hard, evidently a chronic pan- 
creatitis, due to the stone having been lodged in the 
ampulla of Vater, causing an obstruction of the duct 
of Wirsung. Opie has pointed out how this may 
occur. 

Mrs. T., zt. 44, had suffered for ten years with 
gall-stone colic, with frequent attacks of local peri- 
tonitis and sepsis. For more than a year the jaun- 
dice had not wholly disappeared, and at times it be- 
came very intense. 

On opening the abdomen I found dense and ex- 
tensive adhesions binding gall-bladder, ducts, stom- 
ach and duodenum together. The gall-bladder con- 


tained no fluid, but held a square stone measuring. 
a half-inch on each facet. There was a large open- 
ing through the side of the gall-bladder communi- 
cating with a similar opening in the common duct 
through which three other stones, the same shape 
and size of the one in the bladder, had escaped. 
They had literally ulcerated their way into the com- 
mon duct, which was as large as one’s thumb. These: 
stones were packed snugly in the lower end of the 
common duct, but were easily pressed backward and 
made to emerge at the hole through which they had 
entered. A cholecystostomy was done and drains. 
applied through the bladder and around the ducts. 
A quick recovery followed. 

This is the only instance that I can find in which 
the stones escaped through the side of the gall-blad- 
der into the common duct, except a report by 
Schloth, quoted by Moynihan in his book on “Gall 
Stones.” 

Another interesting case is that of a married lady, 
Mrs. C., zt. 56, who had her first attack of colic 
when a girl. She had no recurrence until after she 
had borne several children, when the attacks came 
on with the usual history of increasing frequency 
and severity. When I first saw her she was in ex- 
tremis, septic and jaundiced. Although the history 
pointed to the presence of gall-stones in both blad- 
der and common duct, her condition was so desper- 
ate that I dared do nothing more than a hurried 
cholecystostomy, and drain. The stone removed 
from the gall-bladder was the size of a small guinea- 
egg. This woman made a rather slow recovery, 
but after a number of months was able to do her 
household work and looked and felt as well as she 
ever did, despite the constant escape of bile through 
the fistula. Indeed she was so nearly in perfect 
health that it was two years before she returned 
for treatment. 

At the second operation I removed a stone from 
the first portion of the common duct, closed the 
opening in the duct and drained through the gall- 
bladder and around the ducts. The patient made a 
quick recovery and the biliary fistula soon closed 
spontaneously. 


To PRESERVE INSTRUMENTS AGAINST Rust. 

One part of paraffin oil is dissolved in 200 parts 
of benzin, and the instruments, after being thor- 
oughly dried and warm, are plunged into the solu- 
tion. Instruments with joints, such as scissors or 
needle-holders, are worked in the fluid, so as to 
cause it to penetrate into all crevices, and the ben- 
zin is then allowed to evaporate in a dry room.— 
Ex. 
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(Continued from the March Number.) 


In very exceptional instances, 
where there is so scant a separa- 
tion of the fragments that they 
can be approximated, the plaster 
cast surpasses all other forms of treatment. 


FRACTURE OF 
THE PATELLA 


Fig. 24. Use of veneering strips to strengthen the cast. 


The chief point to be considered in its application, 
is that the turns of the bandage must fit snugly 
about the upper and lower limits of the patella. This 
can be accomplished best by forcing the bandage 


Fig. 25. Veneering strips spirally wound about the cast. 


down upon the patella while it is in the plastic state. 
Previous to applying the cast, approximation may 
be facilitated by passing adhesive straps obliquely 
about the upper and lower limits of the patella. 
Subsequent to the application of the plaster of Paris 


Fig. 26. Veneering strips placed the length of the arm. 


dressing, a radiograph may be taken, to ascertain 
the relation of the fragments. Inasmuch as it is 
to be the purpose to have the patient to walk about, 
the plaster of Paris cast should include the foot in 
a right angled position. 


Fig. 29. (a) Molded splint with wire hooks for suspension; (b) the 


knee, these compound plaster of Paris splints find 
their greatest usefulness. 


ing over a large part of the circumference of an 


If the plaster cast be effective in maintaining the 
fragments, it may be removed after the lapse of two 
weeks, to permit of daily massage, and replaced each 
time. 

This is referred to here 
for the application of plas- 
ter of Paris for this frac- 
ture corresponds in ‘all es- 
sentials with its application for fracture of the patel- 
la, just described. ; 


FRACTURE OF THE 
OLECRANON PROCESS 


CompounD PLasTER oF Paris SPLINTS. 


Whenever additional material is incorporated 
among the layers of a plaster of Paris bandage, it 


Fig. 27. Bridging strips of metal permitting motion and inspection 
of the joint. 


is termed a “compound plaster of Paris bandage.” 
These materials are incorporated to give additional 
strength to the bandage and incidentally to reduce 
its weight. 


Fig. 28. Wire worked into the two sections of the plaster cast to 


facilitate suspension of the limb. 


Strips of veneering, tin and iron, wire netting 
and gutta-percha are the materials most commonly 
employed. The metals are least desirable as they 
are likely to become rusty, and by this corrosion, 
break and penetrate the bandage. 


(b) 


wire itself. 


In dressings after resections of the elbow and 


(Figures 24-26.) 
When it is desirable to 


SEGMENTED SPLINTS have access to the wounds of 


joints (or to wounds extend- 
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extremity), so that they may be approached from 
all sides, the joint (or other surface), is bridged 
over with bands of metal, or with wire, which are 
incorporated in the turns of the segments of plaster 


Vig. 30. The impregnated fabric applied to the forearm. 

above and below the joint, as shown in figures 27 
and 28. A sufficient curvature is given to the strips 
so as to permit the joint to have some range of 


‘motion eventually. 


Fig. 31. Cast held in place while hardening. 


A strand of wire with 

SUSPENDED SPLINts hooks may be incorporated 
in any variety of plaster 

splint. These hooks facilitate the suspension of the 


limb, as may be necessary in inflammatory condi- 
tions. (Figs. 28 and 29.) 

In certain inflammatory con- 

HEATED SpLints ditions of the joints, notably in 

( PERTHES ) gonorrheal arthritis, in addition 

to the immobilization effected by 

plaster of Paris, it may be desirable to supply heat 

to the parts. When this is desired, there may be 

wound about the cast coils of rubber tubing, or 


‘narrow tubing of lead or of flexible tin. Through 


this tubing very hot water is allowed to pass, and is 

carried off into a pail. 
PLASTER OF Paris SPLINTS. 

This variety of splint has thus far 

METHops oF _ been but casually referred to in this 

APPLICATION series. It may be made in a number 

of ways. 
Pieces of gauze of several thicknesses, or a single 
layer of flannel, are first cut to the shape of the 


Fig. 32. Splint lined with non-absorbent cotton. 


parts (antero-posterior or lateral aspects). They 
are then steeped and kneaded in a plaster of Paris 
paste. The member to be invested is thoroughly 
anointed with a thin layer of vaselin, and covered 
on both sides with the fabric impregnated with the 
plaster of Paris. The latter is held in place by sev- 
eral turns of muslin bandage, until it hardens (Fig. 
31). As soon as the setting is completed the turns 
of the muslin bandage are divided and the splints 
are set aside, to dry still further, if possible. They 
are then lined with non-absorbent cotton (Fig. 32). 
When applied the splints are to be held securely in 
place by circular turns of adhesive plaster, one near 
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each extremity of the splint and the other fastened 
in the center (Fig. 33). The two splints are then 
covered with a gauze or muslin bandage (Fig. 34), 
and this, in turn, is covered with a crinolin bandage, 
which prevents shifting of the splints. 


Fig. 33. Anterior and a secured by strips of adhesive 
plaster. 


The advantages of this variety of splint over the 


circular plaster of Paris bandage, consist in its light- 
ness of weight, and the ease with which it can be 
taken off and put back again, so as to enable inspec- 


Fig. 34. The bandage covering the splints. 


tion and better the reduction of the fragments, if 
necessary. 

Instead of impregnating the layers of gauze by 
steeping and kneading them in the cream of plaster, 
the latter may be poured on the gauze from a 


-pitcher, and rubbed into the meshes with the hand. 


The impregnated gauze is then applied as in the 
previous method. This is a rather messy procedure. 

A third manner of preparing molded splints is 
directly from a plaster of Paris roller bandage. A 


Fig. 35. To and fro passage of the plaster of Paris roller bandage. 
bandage of the desired width having been selected, 
it is cut in the necessary lengths, ascertained by 
measurement. To prevent the crinolin from curl- 


Fig. 36. Molding splint for fracture of humerus. 


water is then allowed to drip on the several superim- 
posed layers of gauze, to saturate them. They are 
then applied to the limb and molded in the same 
manner as described in the first method. 

Again, the plaster of Paris roller bandage, having 
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first been made plastic by immersion, may be cut in 
lengths to correspond to measurements of the ex- 


Fig. 37. Molded splint for fracture of humerus suspended to dry. 


tremity. Several such lengths are superimposed and 
then molded on the limb as described. 


Fig. 38. Molded shoulder cap, front view. 


Finally, the moistened plaster bandage may be 
directly molded on the limb by playing the bandage 


THE BAVARIAN 


to and fro upon it, each end of the bandage being 
held by an assistant, who grasps the successive turns. 
as they are superimposed (Fig. 35), the surgeon at 
the same time stroking the bandage to make it 
adhere to the deeper layer. The subsequent steps. 
are identical with those mentioned above. 

This variety of molded splints 
is made as follows: Two pieces 
of canton flannel, shaped to con- 
form to the circumference of the 
fractured member, are sewn together lengthwise 
through their middle, in single or double line of 
stiches, the seam always arranged to occupy the pos- 
terior aspect of the limb. One half of the inner layer 


SPLINT 


Fig. 39. Molded shoulder cap, lateral view. 


of flannel is then passed about the limb and secured, 
by several stitches or by adhesive plaster, to the un- 
derlying dressing (bandage). Plaster of Paris paste 
is then applied, and thoroughly rubbed into this 
layer of flannel. Before the plaster has dried the 
outer layer of flannel, on the same side, is superim- 
posed. The two flanel layers on the other side are 
then similarly manipulated. When both halves have 
set completely, they may be cut down in front, and 
turned to either side, the seam posteriorly acting as 
a hinge, to permit of an inspection of the parts, after 
which they are turned back again and securely held 
in place with several strips of adhesive plaster, over 
which turns of a muslin bandage are passed. 
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This is another form of 

Tue Hemp SpLint molded plaster of Paris splint. 
A number of strands of hemp 

are beaten, then dipped into a 
paste of plaster of Paris and spread out over the 


Fig. 40. Applying sugar-tong splint, the forearm in pronation. 
limb, previously anointed with vaselin. Additional 
plaster of Paris paste is rubbed into the strands of 


Fig. 41. Holding taut the extremities of the sugar-tong splint. 


hemp, and more of the latter are added, from time 
to time, to impart the necessary thickness to the 


splint. First an anterior, and then a posterior, sec- 
tion is molded, and both are held in contact with the 
limb by turns of a muslin bandage. The latter is 
divided when the splints have hardened, and these 
are now lined with non-absorbent cotton and se- 
curely held in place by strips of adhesive plaster and 
a muslin roller. 
A length of tricot cylinder is 
THE TRICOT filled with cotton or, preferably, 
Moctpep SpLint strands of hemp. It is then dipped 
in the paste of plaster and thor- 
oughly kneaded therein. When completely impreg- 
nated, it is applied to the part and shaped to it by 
turns of a muslin bandage, which hold it in place 


Fig. 42. Muslin bandage passed around the sugar-tong splint. 


while it is hardening. Like the other splints, it is 
subsequently lined with non-absorbent cotton. 

This splint should be made 

Mo pep SPLINT FoR to extend from the root of the 

FRACTURE OF THE neck to the elbow and to em- 

SHOULDER OR ARM brace the arm on all but its 

mesial side. With the aid of 

such a molded splint, we can attain complete 

immobilization when the splint is secured to the 

thorax with muslin and dextrin bandages. The 

elbow being left free, it may act with the forearm as. 

a counterextending factor. 

Here we may use an anterior or 

FRACTURE OF a posterior splint (Figs. 32 and 

THE FoREARM. 33), or, as in the “sugar-tong 

Cote’s SPLINT splint” of Cole, one piece hinged 

at the elbow. This latter splint is 

made by passing a plaster of Paris bandage from; 
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the wrist along the flexor aspect of the forearm, the 
latter being held in a position of pronation (Fig. 40) 
and then, turning about the elbow, the bandage 
covers the extensor surface of the forearm. The 
extremities of the bandage are held taut by the sur- 
geon while it is setting (Fig. 41). The dressing is 
held in place by turns of a muslin bandage (Fig. 42). 
This bandage is suitable for 

Braatz’s Spirat fractures in the lower portion of 
Motpep the forearm or Colles’ fracture. 
A strip of gauze impregnated 

with plaster of Paris paste, or tricot cylinder filled 
with plaster paste, is wound spirally about the fore- 
arm, beginning at the elbow, just beneath the inter- 


Fig. 43. Braatz’s spiral molded splint for Colles’ fracture. 
nal condyle, then, passing obliquely over the flexor 
surface of the forearm, it turns about the radial side 
of the forearm, passing over the lower third of the 
radius on its dorsal surface, and terminates at the 
head of the metacarpal bones (Fig. 43) The splint 
is finally lined with plaster and covered with turns 
of muslin and starch bandages. 
(To be continued. ) 


A COMPARATIVE STUDY OF THE VARI- 
OUS METHODS OF TERMINATING 
PREGNANCY AND LABOR.* 


By Simon Marx, M.D., 


Obstetric Surgeon, N. Y. Maternity Hospital; 
Gynecologist, Sydenham Hospital, 


NEW YORK. 


A résumé of the year’s work done in the domain 
of obstetrics shows most conclusively that a finality 
has not by any means been reached in the subject 
here considered. Especially does this hold good 
when major operations are taken into consideration. 
This is proven beyond a shadow of a doubt by the 
variance of opinions offered by equally good men 
all over the world, and by the many and varied pro- 
cedures devised for the self-same conditions by 
many operators working along similar lines. This 
can only be due to the fact that the art and 
practice are still, even at this late date, not an exact 
science. The tendency to radicalism is also only too 
evident, and this grows in proportion to the lack of 
skill and experience in practical midwifery, as 
shown by the many reports of major work done 


* Read before the Section on Gynecology and Obstetrics, N. Y. 
Academy of Medicine, January 25, 1906. 


stituted simpler and safer means. 


when patience and conservatism would have sub- 
Yet in the face 
of all these facts, conservatism on my part would 
savor too much of dogmatism, which intent I must 
disclaim. 

If gynecology and obstetrics were combined in 
one specialty, as they ought to be, it would empha- 
size that many dystocias with which the obstetrician 
now has to deal are due to technically improper 
operations or to the faulty results of some others, 
performed by the gynecologist. If the specialties 
were absolutely combined, as they should be, I very 
much question whether the gynecologist would still 
insist on doing his many and varied vaginal or ab- 
dominal fixations, for he would more forcibly realize 
that the worst dystocias we come in contact with are 
those due to this class of work. So far is this true, 
indeed, that. a distinct operation has been devised 
and performed in just such dystocias, which goes 
to show, at least, that we are working in a vicious 
circle when we lead a woman from one complicating 
factor to another. Yet we must admit that the ideal 
operation for the various malpositions of the uterus, 
one that will stand the test of child-bearing, has not 
as yet been found; and because of this we shall have 
to modify our methods to a considerable degree 
until lasting perfection is found, not alone from a 
symptomatic but also from a clinical standpoint. 
This holds good for all operative measures during 
the child-bearing period. I bear distinctly on all the 
vaginal and abdominal fixation operations upon the 
uterus, as well as on those deep and multiple myo- 
mectomies which are done to-day as supposedly 
conservative, but which lead to the direst results 
during childbirth, either seriously obstructing labor 
or ending in an almost certain uterine rupture. Far 
more scientific is it in a uterus studded with fibroids 
to do a deliberate hysterectomy. In the following 
lines the indications will not be specifically dwelt 
upon, but will be only so far brought into considera- 
tion as the limitations of the various measures will 
justify. 

In dealing with the subject of abortion and pre- 
mature labor we recognize three periods: abortion, 
up to. the third month; premature labor, up to the 
seventh month, and labor at term. During the first 
trimester the operation of emptying the uterus dif- 
fers little from a simple curetting, except in so far 
that we are to be careful to remove all of the product 
of conception and, as the cervix is dilated but in- 
strumentally, it is seldom possible to introduce the 
finger for purposes of exploration. Hence it be- 
comes necessary to do the whole maneuver by 
means of the curette, and for this purpose we recom- 
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mend the use of the sharp curette. Between this 
period and that at term, namely, the second tri- 
mester, I believe, as do most observers, that, except 
in cases of great emergency, preliminary tamponade 
of the cervix and lower uterine cavity with sterile 
gauze should always anticipate the direct operative 
interference. This has for its object softening, 
retraction, and dilatation of the cervix. This is my 
method of choice, whether at the later period of 
pregnancy or at term, for the purpose of inducing 
premature labor in cases that do not warrant more 
radical measures. Very often I asssociate with the 
gauze packing the introduction up to the fundus of 
a large solid bougie (about No. 19). If within 
twenty-four hours the labor is well in progress, I 
simply allow nature to take a normal course, provid- 
ing that there be no indication for more heroic 
methods. If, however, there be no material dilata- 
tion, and the cervix be effaced, my method of choice 
for many years has been the manual dilatation of 
the os by the power of the conated hand alone, when 
urgency exists to terminate the labor. This has 
seldom failed me, and I speak of an experience of 
several hundred cases. I have never been in posi- 
tion, nor has it ever become necessary, to resort to 
the mechanical dilating bags, of which so much has 


been written for many years. Where the hand has 
failed me as a dilating medium I was always deal- 
ing with a pathological condition of the cervix, and 
there also would I fail with the dilating bags and 


with all other mechanical media. This would also 
then call into requisition more radical means, as the 
bloody incisions of various kinds. To these I shall 
refer more at length, when dealing with the induc- 
tion of labor at term. To introduce here all the 
methods at our command for interference at about 
the seventh month would involve a repetition of the 
methods in use at term. 


We may now discuss (1) The methods of termi-’ 


nating labor at term and (2) The methods of 
terminating pregnancy at or near its end, practically 
from the seventh month of pregnancy to full term. 
Under class one I accept the treatment of cases of 
prolonged labor from the surgical standpoint only. 
I shall review the methods in vogue and discuss 
them from the standpoint of personal experience 
only. No woman in labor must be subjected to any 
operative interference unless such measures are dis- 
tinctly called for by indications that are vital. 

In prolonged first stage we have to deal, as a 
rule, with the mechanical obstruction of the undi- 
lated os. Back of this there is always to be found 
a distinct cause for such a complication, most fre- 
quently either a malpositioned fetus. or a degree of 


pelvic contraction. These must be recognized and’ 
overcome by appropriate measures. In order to 
overcome pure inability to cervical dilatation, suffi- 
cient to warrant the extraction of the child, we have 
three so-called bloodless methods: the dilating bags, 
the new Bossi dilator and the human hand. The 
bags seem to be favored by many as a very safe 
method. Their safety is conceded, but my objec- 
tions to them are their unreliability as to textile 
integrity, the fact that they are not always on hand, 
and the very excellent reason that we have in the 
sentient human hand the safest, surest, readiest, and 
the most convenient dilating medium. I speak thus 
advisedly for in the many cases I have employed 
manual dilatation it has seldom failed me, and when 
I did fail with it a major operation was always dis- 
tinctly called for. As to the Bossi dilator, I have 
employed it for nearly three years and I mention it 
only to condemn it in unmeasured terms. It is 
only fair to state that in the foreign journals the 
most glowing reports are being written as to its 
great utility as a life-saving device. It may be my 
inexperience that has given me the most awful re- 
sults with the instrument, but as I used it lege artis 
I feel I cannot be considered fault-finding when I 
condemn it. Two of the largest peritoneal and sub- 
peritoneal ruptures I have ever seen followed its 
employment, with lethal termination in both cases, 
even though the operation took at least three-quar- 
ters of an hour in its performance. 

As to direct operative interference in the second 
stage we have forceps, version, craniotomy and the 
major operations. Of greatest importance, and of 
the greatest assistance in furthering the success of 
operations of the minor type, we have at our com- 
mand the Walcher position. From my experience 
with it in the past five years I can sincerely recom- 
mend it, but only as an adjuvant to other measures. 
As to forceps versus version, it may be stated as a 
maxim: Generally a head that is engaged or can 
be made to engage calls for forceps delivery ; a head 
that is not engaged or cannot be made to engage is 
either malpositioned or presents in a contracted 
pelvis. Under these conditions, if the contraction be 
of a minor degree or the malposition cannot be cor- 
rected, a version is distinctly called for, if the child 
be alive and the uterus not tetanized. The child 
being dead or severely suffering, perforation must 
always be the method of choice. A version in the 
presence of a tetanized uterus, or in the presence of 
a contraction ring, is surely an invitation to grave 
lesions of the uterus; hence under these latter con- 
ditions the application of the true high forceps to 
the head above the brim is the clear indication. And 
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here it is that the Walcher position of extreme ex- 
tension has given the most marvelous results. A 
combination of the Walcher position and the impres- 
sion method of Hoffmier, by which method the head 
is forcibly pushed into the cavity of the pelvis, is one 
of the most effective means of delivery, and no 
doubt has saved many cases from operation of the 
major type. Its application is very simple, for the 
forceps is applied, or the version is done, until all 
but the head has passed the contracted brim; then, 
by pressure over the pubes, the head is forced into 
the brim and instantly that this occurs the limbs of 
the patient are allowed to fall over the edge of the 
table so that they nearly reach, but do not touch, the 
floor. If the sacrum of the patient is originally car- 
ried well over the edge of the table we shall thus 
obtain the extreme extension position. 

Operations of the major type during labor, as 
strictly elective measures, except in extreme pelvis 
contractions, are impracticable and almost impos- 
sible. The indications variously given for one or 
the other of these operations are almost too near 
hair-splitting to make one or the other scientifically 
a matter of election. No two men will agree under 
these conditions, for the great stumbling block to 
uniformity of method is, and will ever be, the vary- 


ing adaptability and the size of the fetal head, and 
its relation to the pelvis through which it must pass. 
This is not a theoretical sunbeam, for numerous 
cases are on record, and I have personal knowledge 
of three cases, in which the baby quietly slipped into 
the world from below while preparations for Cesar- 
ian section, or even the operation itself, was going 


on from above. It never was, nor will it ever be, 
a question of pelvimetry alone, or of cephalometry 
alone, which in my hands has had the test of time 
and failed me, but purely and simply a mathematical 
proposition as to the correlation of head and pelvis. 
The abdominal Cesarian operation is steadily grow- 
ing in its field of utility, and we cannot help in 
agreeing that its field is broadening as experience in 
midwifery and obstetric surgery is increasing. I 
feel that when both mother and child are in good 
condition, in an environment conducive to aseptic 
technic, the Cesarian operation will become one of 
more frequent choice. 

In the minds of the enthusiasts, we had, or 
thought we had, in symphysiotomy an operation of 
the greatest value, but like many others it has fallen 
by the wayside, and deservedly so. Aside from its 
very narrow limitations it is far from being a life- 
saving measure for either child or mother. Beside 
the immediate mortality rate for both, of from 
twelve to eighteen per cent., the post-operative tem- 


peratures of the step-ladder type indicate that the 
high morbidity rate is enough to condemn it. But 
in the new Gigli operation of pubotomy we have 
a means of widening the pelvis by the subcutaneous 
method, that is safe and affords a very material in- 
crease in the pelvic measurements, much greater 
than that of the symphysis operation. Its sphere is 
consequently much broader and its safety and sim- 
plicity are to be recommended. The cases for its 
application are those down to the pelvis of extreme 
contraction, i. ¢., those with true conjugate of 6 cm. 
or over. With a pelvis smaller than this it must 
ever become a matter of necesssity for the abdomi- 
nal Cesarian operation. If one is not an advocate 
of pubotomy, the Cesarian section stands as the only 
choice, as between it, version and forceps. And 
this I think very safe teaching: that where forceps 
fails and version cannot be done and is contra- 
indicated for one reason or other, Cesarian section, 
with its limitations, will always stand the test of 
time and experience. 

Now coming to the second chapter of our subject: 
the methods of terminating pregnancy at or near 
its end. Generally our indications are twofold: (a) 
For bony or soft part obstruction; (b) All other 
indications arising from unanticipated emergencies 
of the late pregnancy, as, for instance, placenta 
previa and eclampsia. 

The most difficult problem presented to the ac- 
coucheur is when and when not to induce labor pre- 
maturely in cases of a contracted pelvis. Obstruc- 
tion from soft structures, when immovably fixed, 
practicaly speaking warrants the Cesarian opera- 
tion or the possible removal of the obstruction in 
anticipation of the labor. Bony obstruction or de- 
formity of the absolute variety again calls for the 
abdominal method. ‘But at what time to induce 


labor in the lesser contractions is a problem of 


considerable perplexity. The indications cannot be 
regulated by centimeters or millimeters, or even by 
the crude method of estimating the size of the fetal 
head by any form of cephalometry. The element 
that confronts us squarely is the relation between 
the fetal head and the maternal pelvis. In these 
cases I terminate the pregnancy at that time when, 
by suprapubic pressure, I know that the head is just 
capable of being made to engage. This is the safest 
time to interfere, unless the patient decides herself 
in favor of an operation of a major type. 

And under these conditions how is labor best 
induced? My own experience has proven to my 
satisfaction that the preliminary tamponade of the 
cervix and lower uterine zone with gauze, plus the 
introduction of a large sized bougie, will either 
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terminate labor in a short time or, if this fails, the 
cervix in twenty-four hours will be found to have 
disappeared and the os will be sufficiently dilated 
to justify a further manual dilatation, a deliberate 
version and an immediate extraction. The use of 
the dilating bags I have always ignored, and the 
various forms of vaginal incisions were limited to 
the grave emergency conditions which confronted 
me during the late pregnant state. 

Of the greatest interest to us is the form of op- 
erating to be recommended in cases of emergency 
sufficiently grave to call for active interference. 
Thus, for instance, just how are we to act when 
confronted with a condition such as placenta previa 
or eclampsia? We are never justified in doing a 
Cesarian section for a placenta previa pure and 
simple. While occasionally I could imagine that 
operation warranted in an eclampsia in the presence 
of an illy prepared uterus, truly this must be a very 
exceptional condition. In the ordinary complica- 
tions of pregnancy the simple methods of the in- 
duction of labor can be utilized and for me the firm 
gauze tampon, with or without the bougie, whether 
followed or not by manual interference, really has 
filled the bill on almost every occasion. But what 
I wish to call attention to more specifically are the 
bad and malignant cases. Here, where we have no 
time for preliminary work in order to save maternal 
soft parts, we can empty the uterus only by the 
so-cailed bloody methods. My mode of operating 
depends then upon whether or not the cervix has, 
or has not, disappeared. 

With the cervix withdrawn into the lower uterine 
zone we have practically three methods that have 
been recommended: the various dilating bags, the 
dilating force of the human hand, and the Dihrs- 
sen’s operation of incision. For reasons given above 
I have had no use for the rubber bags. As to the 
cutting or Diihrssen’s operation, I have performed 
it at one time or another and limit its use to patho- 
logic changes in the lower zone as from old lacera- 
tions or those badly operated upon. But these 
conditions are rarities and it is for this reason that 
I have performed the operation but seldom, but 
sufficiently frequently to remember it as a measure 
of much value within its limitations. However, I 
have seldom failed to dilate all these cases with the 
hand, whether by the single hand dilatation or by 
the use of both hands simultaneously ; it is a measure 
I have used for many years with the very best 
results and everything being equal, I prefer its use 
in these cases. It is in the presence of a complete 
cervix, hard and unyielding, in a woman whose very 
life is threatened, that we have the most difficult 


problem in midwifery to confront. Under these 
conditions the only way to conserve life, not alone 
that of the mother but that of the child as well, is 
by quick and conservative operating. Where the 
fetus is not viable, the performance of craniotomy, 
after the os is open, makes the complication less” 
formidable by lessening the bulk of the child which 
has to pass through the artificially dilated cervix. 
You are reminded that we are dealing not with 
simple cases, but with desperate ones, where the 
life of the mother is in grave and immediate danger: 
eclampsia, toxemia, accidental hemorrhage and 
placenta previa. Two methods are at our command, 
of course not including Cesarian section, which 
might and might not come within the sphere of 
operation for such emergencies : 

(1) Employment of the Bossi dilator, which 
has received everlasting praise from abroad in spite 
of the lesions incurred in its use. 

(2) Vaginal hysterotomy or vaginal Cesarian 
section, which I have used, and which appeals to 
me as a method of considerable value. 

As to the much lauded Bossi instrument, my re- 
sults with it have been bad, very bad, and I feel that 
it would be little short of criminal if I persisted in its 
employment. In the last twenty years I have seen 
lesions following what I considered bad operating, 
but the lesions I have seen after the use of the Bossi 
dilator, and in my own hands, were such as to make 
me blush. In two cases, both of eclampsia, where 
the indication was urgent, the dilatation was done 
slowly and carefully, but the result as to the in- 
tegrity of the parts, well, enough has been said! 
My only salvation, to my own mind, was that the 
patients would have died anyhow, for both were 
practically moribund when I began the operation. 

Much more conservative, and of greater value as 
my experience has taught, is the so-called vaginal 
operation of Cesarian section or the vaginal hystero- 
tomy. While from a personal belief this operation 
has a material drawback when one looks to the 
future of these cases, it is an operation of inestim- 
able value in these grave cases where rapid emptying 
of the uterus, in spite of an intact and rigid cervix, 
is our only means of saving life. As hinted before, 
its only objection is weakening of the uterine wall 
and the possibility of a rupture at that point in the 
event of a future pregnancy. But we deal at these 
crises, not with future conditions, but with the 
gravity of the present complication, as witness a 
desperate accidental hemorrhage or a severe and 
malignant toxemia of pregnancy, where nothing 
short of rapid and heroic operating can possibly 
save the woman’s life. Vaginal hysterotomy can be 
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safely and rapidly done; it requires but little train- 
ing, and it can be performed practically without en- 
tering the peritoneum. The pericervical vaginal 
tissue is incised and the vagina is split anteriorly 
towards the urethra. The bladder is pushed out of 
the way without opening the anterior peritoneal sac. 
The lower uterine zone is exposed in front and be- 
hind. An incision is now made into the uterine 
body anteriorly up to the reflection of the bladder; 
the membranes are ruptured and the fetus is de- 
livered. If not enough room is present, the operator 
may or may not incise the posterior uterine wall, 
again without opening the peritoneum. The pla- 
centa is removed manually, and the incisions are 
closed in the same manner as after a Cesarian sec- 
tion from above. A small drain is placed in the 
vesical space, and if there be any tendency to uterine 
relaxation the utero-vaginal tract is tamponed with 
gauze. The hemorrhage during the operation is, as 
a rule, trifling, and can be readily controlled by 
clamps or temporary sutures. 

In conclusion I beg to submit the following: 

(1) The tendency to dissociate gynecology and 
obstetrics as specialties is a mistake of modern times 
in over-specializing. By correction of this mistake 
there will be less operating done from the gyneco- 
logical standpoint pure and simple. It will bring 
both branches in close contact, which will be of 
value in teaching the gynecological operator that 
certain of his fads that yield him ideal results, from 
the gynecologist’s standpoint, will be viewed differ- 
ently by him when he next cares for the same pa- 
tient as her obstetrician. I refer to the various fixa- 
tion operations. 

(2) I wish to call attention to the blind faith of 
many men in the absolute accuracy of the pelvim- 
eter. This is to be deplored. For purposes of com- 
parison, to discover irregularities, it is ideal. As an 
instrument of precision for measuring a pelvis, how- 
ever, its use we must decry. We can never measure 
a pelvis; we can at best estimate its diameters. We 
pin our faith, not to “m.m.” or “c.m.,” in judging of 
the size of a pelvis, but gauge the pelvic basin by its 
receptivity to the particular head which must pass 
through it. Along these lines we study the case, 
not as a mathematical problem in mensuration to 
be settled by inches or fractions thereof. While I 
feel that pelvimetry is useful for teaching didactical- 
ly in the lecture room, at the bedside I often have 
thought that many a woman would be better off if 
her attendant never had known what a pelvimeter 
wes. I am no iconoclast, yet I know this certainly 
savors of heresy. Be that as it may, these are my 
own sentiments and my own sincere beliefs, gleaned 


and spoken, not to shake old beliefs and teachings, 
but to express the results of many years of thought 
and study. 


A COMMUNICATION UPON A NEW 
METHOD OF INTESTINAL ANASTO- 
MOSIS, BY MEANS OF THE CAU- 

TERY. EXPERIMENTS ON DOGS. 


By R. H. Powe tt, M.D., 
Superintendent of the Grafton City Hospital, 
GRAFTON, W. VA. 


I desire to present for further experimentation a 
new operation which I have devised for performing 
lateral entero-enterostomy, and which is equally ap- 
plicable for the performance of lateral anastomosis 
of any of the abdominal hollow viscera, where im- 
mediate anastomosis is not imperative. 

The operation, so- far, has been confined to ex- 
perimental work on dogs; and if the success at- 
tained should be followed by as good results in the 
hands of other operators, I should consider it per- 
fectly feasible, and preferable to the use of the 
Murphy button or any similar appliance. 

The operation up to the point of incising the in- 
testine is the same as that usually performed by 
suture, but instead of incising the intestine, a 
thermo- or electro-cautery, heated to a dull red, is 
drawn along the intestine for one and one-half or 
two inches, until the entire thickness of the in- 
testinal wall is devitalized, but not perforated. 

The same procedure is followed out on the op- 
posite portion of intestine, so that when encircled 
by the suture in completing the operation, the two 
cauterized areas will be in direct apposition. 

The area which is cauterized may be simply lin- 
ear, oval or any shape desired, or the wall may be 
nipped by the beak of Downe’s electro-thermic an- 
tribe, and the blades heated until the tissues are 
sufficiently devitalized. 

Of course, immediate anastomosis is not secured 
but in the course of two or four days, after firm 
adhesions have formed, the slough separates and the 
communication is complete. 

While this procedure may not be considered 
“surgical,” I believe the points of the operation 
which recommended it are as follows: 

1. No soiling of peritoneum from intestinal con- 
tents. 

2. Rapidity of operation. 

3. By the time the slough has separated and 
communication is established, firm adhesions will 
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have formed, effectually walling off the peritoneal 
cavity. 

_4. The opening can be made as large or as small 
as desired, and will remain patent. 

The dangers of the operation are as follows: 

-I. The entire thickness of intestinal wall may 
not be devitalized, and the operation will then fail 
of its object. 

2. Tissue may be destroyed beyond the area of 
the surrounding sutures, so that the intestinal con- 
tents will escape into the peritoneal cavity upon 
separation of the slough. 


A CASE OF APPENDICITIS WITH EARLY 
RUPTURE OF THE APPENDIX. 


By W. H. Axtett, M.D., 


Surgeon, Northern Pacific R. R. Co, 
BELLINGHAM, WASHINGTON, 


W. A. F. G., age 42, very large and robust. 

Family history shows that one brother died of 
stricture of the lower bowel and one sister of some 
unknown condition of the bowel. 

Personal history. Ten months before this attack 
he suffered a severe attack of la grippe and before 
recovery was complete he developed orchitis. Dur- 
ing the treatment of, and anxiety for, the testicle 
the patient had neglected his bowels. He had had 
no movement for a period of from eight to ten 
days, and his attention was called to this when the 
distention became so great that he had to seek medi- 
cal aid. He had no particular pain or distress from 
the non-movement of the bowel except the discom- 
fort from the fulness of the abdomen. After two 
or three days of general treatment, the bowels were 
effectually cleansed. From that day until June 
II, 1905, the patient had been in apparently good 
health. Occasionally he would have a little distress 
and discomfort in the stomach after eating, but 
rarely did he go more than one day without a fair 
movement of the bowel. 

Present History. This attack began at ten P. M., 
June 11th, after eating abundantly of green onions, 
radishes and ice cream. The patient suffered acute 
colicky pains all night until four o’clock the morn- 
ing of the 12th, when I was called to see him. Physi- 
cal examination revealed nothing except, possibly, 
constipation of the bowel and some slight rigidity 
of the muscles. A hypodermatic injection of % 
grain of morphin eased the pain. The only time he 
vomited was after taking salts. After seeing him 


two or three times during the 12th I was convinced 


- that he had an attack of appendicitis, although there 


were no symptoms other than the slight rigidity of 
the abdominal muscles and some tenderness in the 
right iliac region. The balance of that day and dur- 
ing the night he rested comfortably except when- 
ever he attempted to take salts. He took light nour- 
ishment without producing pain and without caus- 
ing vomiting. I saw him again about 11:20 on the 
morning of the 13th. He was up and about the 
house. Although he had been given frequent small 
doses of calomel he had not had any movement. He 
felt well, however. While in the very act of count- 
ing his pulse it suddenly disappeared from under my 
finger. This was repeated several times in the 
course of fifteen minutes. 

I told the patient that I would not feel satisfied 
unless he were in the hospital. To this he consented, 
and he was immediately removed, although he said 
he never felt better in his life. In ascending the 
last of five steps to the approach to the hospital he 
suddenly became blanched and 
dizzy. Up to this time his 
temperature had not been 
above 99.4°. Before starting 
for the hospital his tempera- 
ture was only 99°. After 
reaching the reception room 
he had a very bad chill and be- 
came extremely cyanotic. The 
chill lasted three-fourths of 
an hour, and at twenty min- 
utes past twelve his tempera- 
ture had reached 103.8°. I 
advised immediate operation, 
which was performed at 1:30 
P. M. 

The appendix was found 
healthy except at the immedi- 
ate base, where a large enter- 
olith had perforated the anterior wall. There were 
no pus and very little evidence of inflammatory ma- 
terial, and no adhesions. The lower portion of the 
omentum was somewhat thickened at its margin. 
Distributed through the intestinal tract were numer- 
ous hard, fecal concretions. 

The temperature afterwards dropped to 99°, and 
remained practically the same until the evening of 
the 16th, when it fell to 96.8°. By midnight of the 
same day it had risen to 101.8°, and by 2 a. M. of 
the 17th it dropped to 98°. The patient died at 
4:20 A. M. of the morning of-the 17th, having mean- 
while developed intestinal paralysis and distention 
and much vomiting. : 
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THE TOXEMIAS OF PREGNANCY. 


In the columns of “Progress in Surgery” are to 
be found two articles dealing with this subject and 
expressing considerable divergence of opinion as to 
the etiological relationship, the clinical findings, and 
the pathological lesions, observed in pernicious vom- 
iting of pregnancy, eclampsia and toxemia of preg- 
nancy of the type of acute yellow atrophy of the 
liver. Strauss takes the same stand as Ewing, and 
regards all three clinical manifestations as an ex- 
pression of some, as yet unknown endogenous toxic 
substance or substances, elaborated in the gravid 
woman, presenting clinically and pathologically a 
more or less unbroken chain. He recognizes, of 
course, that very typical cases may appear quite dis- 
tinct, but that enough border-line cases exist to 
mark the transition of one type into the other. 
Eclampsias that show the lesions of acute yellow 
atrophy have been described and cases of persistent 
vomiting with similar lesions have repeatedly been 
observed. 

Williams, on the other hand, although admitting 
a toxic basis for the three diseases mentioned, ac- 
cepts neither a common origin nor a common lesion. 
He finds that in pernicious vomiting the ammonia 
coefiicient in the urine shows an enormous increase, 
rising from the normal 3-5 per cent., to 15-30-46 per 
cent., although the quantity of urine may remain ap- 
proximately normal and neither albumin nor casts 
be present. In eclampsia, however, the urine, even 
in the pre-eclamptic stage, becomes scanty, highly 


albuminous, containing abundant casts and blood, 
and the ammonia coefficient is unchanged. The 
liver lesions, also, this author considers distinctive ; 
in toxemia and in pernicious vomiting central lobu- 
lar necroses occur; in eclampsia the peripheral por- 
tal thromboses of Schmorl are found, and the de- 
generation of the lobule is from the periphery. 

Neither of these two theories, or the countless 
others advocated by numerous investigators, serve to 
dispel the darkness still enshrouding the subject. 
Williams’ urinary findings require more extensive 
observation and confirmation. Unfortunately, a 
lengthy and difficult quantitative examination re- 
moves this test from the hands of the practitioner 
and limits its application to institutions or to well- 
equipped laboratories. Neither of the two investi- 
gators have added to our knowledge of the un- 
known toxic agents which produce these conditions, 
but the facts brought out would indicate that care- 
ful studies of metabolism during the course of the 
disease, and experimental production of the condi- 
tion, are more likely to bring new knowledge, than 
investigations limited to their post-mortem pathol- 
ogy. 

The practitioner will, as heretofore, have to de- 
pend upon the clinical symptoms, in order to deter- 
mine whether the persistent vomiting in a pregnant 
woman is reflex, neurotic, or toxic, or whether it 
presages eclamptic seizures or the severe toxemia 
seen in acute yellow atrophy. A poor general condi- 
tion of the patient, especially any evidence of un- 
usual restlessness or torpor, must be regarded with 
grave suspicon, particularly in the more acute type 
of cases, in which emaciation and inanition have not 
time to develop. Vomiting appearing in the second 
half of pregnancy should always arouse distrust, and 
if continuous and rebellious it must determine the 
attendant to consider induction of labor without 
delay. As the general public is inclined to regard 
“morning vomiting” as the usual thing, and is un- 
able to distinguish the difference between this nearly 
physiological condition and the graver conditions 
referred to, it is the physician’s duty to educate his 
patients, so that, should the necessity arise, he will 
not be hampered or obstructed in his life-saving 


measures, by the resistance of the family. 
RT: 


THE INDIVIDUAL VIEWPOINT IN MUTI- 
LATING OPERATIONS FOR MALIG- 
NANT GROWTHS. 


In an address on “The Border Line in Medicine 
and Surgery,” recently delivered by Dr. E. G. Jane- 
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way, before the Practitioners’ Society of New 
York,* he said: 

“At the close of the paper I may ask, afe certain 
palliative operations of such value to the patient as 
to be inevitably seriously recommended? Assumed 
that the primary disease cannot be removed and 
that death in time is inevitable, is it worth while to 
recommend such operations as the production of a 
gastric fistula in cancer of the esophagus ?—or artifi- 
cial anus in an inoperable cancer of the rectum not 
markedly obstructive? I must confess that I do not 
feel inclined to urge the patient to dubious pallia- 
tion, and I believe that we can best take counsel with 
the family or near friend of the patient upon this 
subject, placing the matter candidly before them; 
and if they decide against attempts at surgical palli- 
ation, I do not consider that they have acted very 
unwisely. I have been led to these considerations 
by a patient who refused an operation for artificial 
anus, which I recommended, because he had wit- 
nessed the life of a friend who had one. Moreover, 
it has rarely been my lot to witness a more unsat- 
isfactory existence than that of a patient in whom a 
gastric fistula had been made by my advice for can- 
cer of the esophagus. But in any case where a 
doubt exists about a possible cure, as in certain 
bowel growths, or in such as a rational doubt may 
obtain as to the nature of a process, then I would 
advocate an operation.” 

These opinions, coming as they do from a physi- 
cian of the widest clinical experience, must give 
us pause. The classical “palliative” operations for 
carcinoma of the digestive tract are, without ques- 
tion, legitimate procedures, but they are measures 
the performance of which should be left to the judg- 
ment of the patient himself, or of his family. The 
production of an intestinal fistula is an operation of 
urgency in the presence of acute obstructive symp- 
toms. However, for “an inoperable cancer of the 
rectum not markedly obstructive” we agree with 
Janeway that it is a procedure to be suggested, but 
not urged. To the patient’s family, it should be left 
entirely to decide, whether or not in exchange for 
some relief of pain, of bleeding, and of difficulty in 
defecation, to inflict upon the patient, during the 
short period of life still left to him, the loathsome- 
ness and distress of an artificial anus. 

What Janeway has said of certain palliative 
operations we may also apply to some radical oper- 
ations for malignant growths. In carcinoma of the 
tongue, extirpation is the only procedure that gives 
any promise of cure, and when glandular involve- 
ment exists only the most radical operation affords 


* Medical Record, March 17, 1906. 


assurance of any considerable prolongation of life. 
The ultimate cures, however, are so few, the re- 
currences usually so early, that no patient can be 
accused of mere obstinacy who, fully informed, 
refuses so great a sacrifice’as the loss of his tongue. 
Laryngectomy for carcinoma requiring the com- 
plete operation, offers a much better prognosis than 
the radical operation for cancer of the tongue. In 
these cases, too, the growth often makes articula- 
tion not only painful, but, within a short time, very 
difficult or even impossible. But here again one 
cannot quarrel with the man unwilling to submit to 
the mutilating operation of laryngectomy. 

The prolongation of the lives of some individuals 
may de so important to the community or to their 
family that all question of the personal discomfort 
that that prolongation requires, becomes quite sec- 
ondary. Most people, however, should be allowed, 
without attempts to influence them, to decide in 
such cases as we have been considering whether 
what the surgeon can give is worth as much as what 
he takes away. 


MAX NITZE. 


Professor Max Nitze of Berlin, inventor of the 
cystoscope, died of apoplexy on the twenty-fourth 
of February. He was born in Dresden in 1848 and 
received his medical education at the Universities of 
Heidelberg, Wirzburg and Leipzig. In 1874 he 
received an appointment as assistant medical officer 
at the Municipal Hospital in Dresden, where he 
made the first attempt to examine the interior of 
the bladder by endoscopy. From Dresden he went 
to Vienna, where he continued his researches and 
finally, with the technical aid of Leiter, the Vien- 
nese instrument-maker, he evolved the first cysto- 
scope. His own studies with this instrument were 
published in his classic Handbook of Cystoscopy 
and his Atlas of Cystoscopy. 

Less frequently used by the profession at large, 
than the laryngoscope or the ophthalmoscope, less. 
startling than the discovery of the Rontgen rays, 
the cystoscope must nevertheless be ranked with 
these other means of securing images of interior 
surfaces of the body. It has become an indispens- 
able aid in the diagnostics of diseases of the urinary 
tract, and has contributed probably more than any 
other one factor to the development of the modern 
conceptions and modern treatment of those dis- 
eases. 

The medical profession will hold in reverence the 
memory of Max Nitze. 
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Surgical Suggestions. 


Bone tenderness, especially of the sternum and 
tibiz, is frequently significant of sepsis. 


Multiplicity of tumors of the breast usually speaks 
against carcinoma. 


Breast tumors, especially in the early stages, not 
seldom fail to present the classical signs by which 
their malignancy or non-malignancy may be deter- 
mined clinically. In all cases where the diagnosis is 
doubtful, a specimen of the tumor should be re- 
moved for microscopic study, before undertaking 
a radical operation. 


A tender, painful swelling just at or beyond the 
upper, outer border of the breast, and near the edge 
of the pectoralis major, is usually an inflamed lym- 
phatic gland. In its presence it is well to look for 
some skin infection about the waist line, e. g., fur- 
uncles, which are not rare at this site as a result of 
irritation by the corset. Per contra, with a boil, ab- 
scess, dermatitis or other infection at or above the 
waist line, one may be on the lookout for glandular 
enlargement at the point referred to. 


A swelling in the parotid region is not necessarily 
a part of the parotid gland. It may be an infection 
of the pre-auricular lymphatic gland. Such an en- 
largement may be associated with herpes of the fore- 
head, or, sometimes, it may be part of a chain 
tuberculous lymph glands, 


In all operations. in the left subclavian triangle 
of the neck, the location there of the thoracic duct 
must not be forgotten. 


Do not advise extirpation of large glands in any 
particular region without making sure that they are 
not the early manifestations of leukemia or Hodg- 
kin’s disease. 


In performing posterior gastro-enterostomy see 
that the opening in the transverse mesocolon is not 
so narrow that it may constrict the anastomosed 
segment of small intestine nor yet so large that it 
may permit of a possible hernia into the lesser sac. 
By inserting a number of sutures between the meso- 
colon and the stomach wall about the anastomosis 
these possibilities may, in large part, be obviated. 


The pain in the lower part of the back that is so. 
frequently complained of after operation, can be 
best relieved by placing a small pillow in the hollow 
of the spine. 


If, after a period of post-operative catheterization, 
the patient finds herself unable to pass urine spon- 
taneously, apply hot towels to the vulva. 


Woven catheters may be sterilized by boiling in 
saturated ammonium sulphate solution. Catheters 
and bougies may be kept asceptic if they are wrapped 
in gauze wet with the soap-spirits of the German 
pharmacopeia. 


In hydrocele the base of the tumor is below, in 
spermatocele it is usually above. A milky fluid 
obtained by aspiration usually speaks for spermato- 
cele. 


In crying infants it is extremely difficult to de- 
termine the presence, and location, of tender areas. 
This may be readily accomplished by the adminis- 
tration of chloroform to the extent of primary nar- 
cosis. The physical examination then becomes very 
easy and when a tender spot is handled it will be 
announced at once by lively reflexes. 


When pruritus ani is caused by a local eczema it 
is well to remember that the latter may be seborrheal 
in origin. In such cases other areas of the disease, 
as on the chest and, especially, the scalp, should be 
sought for; they will require attention also, in order 
to effect a cure. 


In dealing with secondary hemorrhage from the 
rectum, (whether bleeding vessels are tied or not), 
it is better to tampon with gauze wrapped about a 
piece of stout rubber tubing, than with gauze alone. 
The tubing allows any further bleeding to show it- 
self externally at once, it allows the escape of 
flatus, and affords means of introducing an oil in- 
jection to facilitate the removal of the tampon later. 


When performing external urethrotomy without 
a guide it is often possible to trace the continuation 
of the urethra proximal to the opening, by means of 
a filiform bougie, even when all devices failed to 
secure the introduction of a filiform before the 
operation. If a filiform cannot be thus passed 
through the urethral wound, suprapubic pressure on 
the bladder may demonstrate the location of the 
urethral orifice by the escape of a drop of urine or 
by bulging of the membranous urethra. 
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The Surgical Treatment of Chronic Suppuration of the 
Middle Ear and Mastoid. By Seymour OppEn- 
HEIMER, M.D., Otologist and Laryngologist to Gou- 
verneur Hospital, and to the Mount Sinai Hospital 
Dispensary. 8vo; 425 pages; 46 half-tone plates from 
Philadelphia: P. Biaxiston’s Son & 


Co., I 


It has never been our pleasure to see, among scientific 
books, one more artistic than this. Paper, type, typographic 
arrangement, execution of illustrations, and binding, are 
choice, individually, and harmonious, collectively. Espe- 
cial praise must be bestowed upon the superb illustrations, 
almost all of them reproduced from the author’s original 
dissections. To each of these plates a page is devoted, and 
the page facing it bears the caption and a “key plate.” 
This is an artistic feature also, for it preserves the illus- 
tration itself from the marring effect of lines and numerals. 
That there is no text on the reverse of these pages, and a 
leaf is devoted to each chapter title, augments the bulk as 
well as the appearance of the book; but in spite of its 
goodly size the volume is unusually light and easy to handle. 

Oppenheimer’s work will by no means have to rest upon 
the publisher’s art, for its recommendation, however. We 
regard it as a timely and useful production. With books 
written in English upon diseases of the ear in general, 
upon acute middle ear disease and upon mastoid operations 
(especially for acute mastoid disease), we are pretty well 
supplied, but this is the first attempt in American literature 
to deal systematically and comprehensively with the sur- 
gical treatment, conservative and radical, of chronic sup- 
puration of the middle ear. To that text the author con- 
fines himself strictly. Of the acute processes he has noth- 
ing to say, and of the non-operative treatment of chronic 
otitis media he speaks only very incidentally. 

The work is divided into two parts. Part I. deals with 
conservative operations (through the auditory canal)— 
ossiculectomy and local surgery of the tympanic walls and 
the epi- and hypo-tympanic spaces. Part II. deals with 
radical operations (upon the mastoid). Part I. is of espe- 
cial interest, for it represents a plea for those conservative 
operations, notably ossiculectomy, over which much war 
has been waged among otologists. Oppenheimer clearly 
presents their limitations and contraindications, and frank- 
ly states that they frequently fail to cure, but we are in- 
clined to agree with him that, properly selected, they are 
worthy and legitimate procedures insofar as they have 
effected a cure of the suppuration in a fair percentage of 
the author’s cases and of the cases of other aural surgeons. 
In Oppenheimer’s hands ossiculectomy proved entirely cura- 
tive in 23 of 68 cases. The recent improvements in the 
technic of intratympanic operations under local anesthesia 
will, no doubt, add much to their acceptability. Many 
patients will submit to such procedures who cannot be made 
to realize that persistent middle ear suppuration is serious 
enough to demand an extensive mastoid operation. Oppen- 
heimer does not favor local anesthesia for ossiculectomy, 
but approves of it for less extensive intratympanic opera- 
tions. He refers to applications of cocain solution on tufts 
of cotton, and to injections of Schleich’s solution. He 
mentions also Gray’s solution of cocain in alcohol and 
anilin oil, but fails to add a caution as to dangers from 
the use of the latter. 

Chapter I. describes, at considerable length, the various 
types of chronic middle ear disease, anatomically; their 
gross pathology, surgically; and their individual appear- 
ances, otoscopically. 

Chapters II. and VI. deal, respectively, with the prep- 
aration of the patient for conservative operation, and with 
treatment following such operation. The intermediate 
chapters of Part I. graphically describe the intratympanic 
operations themselves and the anatomical features they in- 
volve. 

In Part II. two chapters are also devoted to preliminary 
preparation and after-treatment. A third chapter describes 
in detail and beautifully illustrates the anatomical and sur- 
gical landmarks of the infantile and adult mastoid. (In the 


key to plate XXI there is an obvious error in “two of 
the reference numerals.) In Chapter III. the simple mas- 
toid operation of Schwartze is described, its indications 
are presented, atrd reference is made to some of those con- 
ditions that require its extension or modification. This 
leads to the descriptions of the radical mastoid operations, 
most of the steps of which are demonstrated in the accom- 
panying plates. Thus there are discussed the Stacke, 
Stacke-Schwartze, Bergmann, Gellée, Ballance, Zaufal, 
Kiister and other operations; the Koerner, Panse, Jansen, 
Politzer, Stacke, Grunert-Zeroni, Sieberman and Kretch- 
mann flap operations; and the Passow-Trautmann and 
Mosetig-Moorhof operations for the closure of a retro- 
auricular opening. 

This work is not to be regarded as an exhaustive treatise 
nor yet as an original monograph. It is, however, a com- 
prehensive reference to, and graphic description of, the 
gross pathology and surgical anatomy of chronic middle 
ear disease, and the accepted conservative and radical op- 
erations for its relief. As such it makes most interesting 
reading. That reading is somewhat marred by a slight 
awkwardness of style. The sentences are too long and 
involved, and some of them are faulty in other respects. 
There is, however, no ambiguity, and the author at all 
times sticks closely to his text, avoiding lengthy discus- 
sions and unnecessary detail. We believe that it would 
have added much to the usefulness of the table of con- 
tents if the subjects treated in the chapters had been sum- 
marized under their respective chapter headings. This 
par is largely balanced, however, by the excellence of the 
index. 


Die Topographie des Lymphgefaessapparates des 
Kopfes und des Halses in ihrer Bedeutung fuer die 
Chirurgie. (The Topography of the Lymphatic Ap- 
paratus of the Head and Neck in its Surgical Re- 
lations). By Dr. Aucust Most, Dirigierendem Arzte 
der Chirurgischen Abteilung des St. Georg Kranken- 
hauses in Breslau. 8vo.; 133 pages; I! plates. Berlin: 
Aucust HirscHWALD, 1906. 


The extreme importance of a knowledge of the distribution 
of lymphatic glands and channels is nowhere greater than in 
the head and neck, where the surgeon must be guided by 
a familiarity with their anatomy and functions in operations 
for malignant tumors, tuberculosis or suppurative infec- 
tions. The author has made a detailed study of the various 
distributions of glands and the channels through which the 
lymph is drained. Each region is separately discussed, its 
surgical significance explained, and, in most cases, the 
proper surgical steps necessary for the removal of diseased 
glands are indicated. 

On the whole, the lymph channels and glands follow the 
course of the large vessels, especially of the veins, but there 
are found numerous anastomoses, irregularities, and, fre- 
quently, short cuts to deeper regions. The glandular ap- 
paratus of the mouth, pharynx, nose, larynx, trachea, eso- 
phagus, ear, etc., are of interest to the specialist in par- 
ticular, those of the neck, face, thyroid, etc., to the general 
surgeon. : 

The author has written a very complete discussion of the 
subject, much of it based upon his original work, and well 
illustrated by colored plates. The literature, also, he has 
carefully sifted. 


Christianity and Sex Problems. By Hvucu Nortucote, 
M.A. Crown 8vo.; 257 pages. Philadelphia, 1906: F. 
A. Davis Company. Price, $2.00 net. 


“In the present work endeavor is made to adjust the 
relations between science and Christian thought in the 
region of sexual ethics. The work is not so much a con- 
tribution to the science of sex as an attempt to apply that 
science, for the battles of chastity have been fought too 
long in the dark.” This sentence, taken from the intro- 
duction, sufficiently describes the scope of this book. It 
attempts, in a limited degree, to perform the same service 
for sexual problems, as that of Henry Drummond for the 
theory of evolution. The recent cry from many authors 
on sex problems that we require a new code of sexual 
ethics, finds no sympathy in the mind of the writer, who 
believes, and endeavors to show, that the Christian code 
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covers the ground fully. The work is not intended as a 
scientific study, such as the works of Havelock Ellis and 
of Krafft-Ebing, but is merely an attempt at reconciliation 
between sexual problems and Christianity. The volume is 
interestingly written, and in a style beyond the average of 
Pon ordinary scientific book. It is provided with an ample 
index. 


The World’s Anatomists. Concise Biographies of Anat- 
omic Masters, from 300 B. C. to the Present Time, 
Whose Names Have Adorned the Literature of the 
Medical Profession. By G. W. H. Kemper, M. D., 
Professor of the History of Medicine in the Medical 
College of Indiana, Indianapolis. 16 mo.; 79 pages; 
paper-bound. Philadelphia: P. Braxiston’s Son & 
Co., 1905. Price, 50 Cents. 


This booklet is a revised edition of the brief biographies, 
one hundred and eighty six in number, published under the 
same caption, in serial form, in The Medical Book News, to 
which sixty-one sketches have been added. It is both in- 
teresting and useful to the student to have so convenient a 
brochure in which he may find information concerning 
those whose names form so intimate a part of his earliest 
medical studies. The book is, indeed, quite worthy of a 
more substantial binding. It is embellished with eleven 
illustrations, nine of them portraits. 


Squibb’s Materia Medica, 1906 Edition. An Alphabeti- 
cal List of all the Squibb products, embracing the articles 
in the U. S. Pharmacopeia (8th Revision) and the Na- 
tional Formulatory, together with the Non-official Chemi- 
cals, Pharmaceuticals and Newer Remedies in general 
use. Brooklyn, New York: E. R. Sguips anp Sons. 


The above title indicates the nature of the contents of this 
volume. It is very concisely arranged and neatly bound. 


Books Received. 


The Principles and Practice of Medicine. Designed for 
the Use of Practitioners and Students of Medicine. 
By Wititam Oster, M.D., Regius Professor of Medi- 
cine, Oxford University; Honorary Professor of Med- 
icine, Johns Hopkins University, Baltimore, ete. Sirth 
edition. Thoroughly revised. Royal octavo; 1,143 
pages. New York and London: D. AppLeton & Co., 
1900. 

A Treatise on Diseases of the Nose and Throat. By 
Ernest L. Suurty, M.D., Professor of Laryngology 
and Clinical Medivine, Detroit College of Medicine; 
Laryngologist, Harper Hospital, etc. Second edition. 
Revised. Octavo; 744 pages; 226 illustrations and 
several colored plates. New York and London: D. 
AppLeton & Co., 1905. 


A Text-Book of the Diseases of the Ear, Nose and Phar- 
ynx. By D. B. St. Joun Roosa, M.D., LL.D., Pro- 
fessor of Diseases of the Eye and Ear in the N. Y. 
Post-Graduate Medical School and Hospital, etc., and 
BeaMAN Dovuectass, M.D., Professor of Diseases of 
the Nose and Throat, N. Y. Post-Graduate Medical 
School and Hospital. Octavo; 621 pages; 108 illus- 
trations. New York: THe Macmiian Co., 1905. 


A Text-Book of Materia Medica, Therapeutics, and 
G 


Pharmacology. By Grorce F. Butter, 
Associate Professor of Therapeutics in the College of 
Physicians and Surgeons, Chicago. Fifth Edition. 
Revised by Smitu E ty Jetuirre, M.D., Ph.D., Profes- 
sor of Pharmacognosy and Instructor in Materia Med- 
ica and Therapeutics in Columbia University (College 
of Physicians and Surgeons), New York. Octavo; 
604 pages, illustrated. Philadelphia and London: W. 
B. Saunpers Company, 1906. Cloth, $4.00; Half Mo- 
Tocco, $5.00 net. 


Progress in Surgery. 


A Résumé of Recent Literature. 


TOXEMIAS OF PREGNANCY. 


The Toxemia of Pregnancy. I. Strauss. American 
Journal of Obstetrics, February and March, 1906 

The author regards eclampsia, acute yellow atrophy of 
the liver and pernicious vomiting of pregnancy as a closely 
related group of lethal conditions. He details three cases, 
two of which show a clear puncture of acute yellow atrophy, 
the third being a late toxemia complicated by a ruptured 
ovarian cyst with twisted pedicle. The microscopical le- 
sions found in the liver agree closely in all three cases, the 
lobules showing intense fatty degeneration and hyaline ne- 
crosis. The middle zone of the lobule is affected in every 
case; in two cases the central and parts of the peripheral 
zone are also involved. The necrotic portions give evidence 
of preceding fatty degeneration. The kidneys all show 
severe granular and fatty degeneration; in two of the cases 
the ureters were dilated. The relation of toxemia of preg- 
nancy to acute yellow atrophy seems evident. The essen- 
tial lesion in both diseases is a rapid degeneration and de- 
struction of the liver parenchyma. Apparently the .change 
in size of the liver, and the zonular distribution of necroses. 
are very inconstant, thus accounting for the great diversity 
of findings by various investigators. Clinically also, no 
sharp line can be drawn between cases of so-called toxe- 
mia of pregnancy (with zonal necrosis) and cases of acute 
yellow atrophy. The toxic substance is as yet unknown but 
apparently is endogenous in the gravid female. Quite 
similar lesions are found in eclampsia, and as was shown 
by Schmorl, sume eclamptics do not have convulsions. 
Williams finds changes in the urine which require further 
confirmation. The liver lesions of eclampsia are very simi- 
lar to those found in sepsis and possibly are due to the ex- 
cessive production or liberation of fibrin ferment. The diag- 
nosis of neurotic vomiting ought not to be made until 
toxemia can be excluded. If the vomiting is incessant, if 
there is restlessness or somnolence, headache and epigastric 
pain, active interference is indicated. In the later months, 
vomiting is an even more serious condition, as it must be 
considered a precursor of eclampsia or of the diseases allied 
to acute yellow atrophy of the liver. 


Pernicious Vomiting of Pregnancy. J. W. WI LIAms. 
Johns Hopkins Hospital Bulletin, March, 1906. 

The author’s article is an elaborate résumé of the subject, 
with certain original ideas as to the metabolic changes ob- 
served. The ordinary vomiting of pregnancy is common, 
about half the cases in private practice being affected; per- 
nicious vomiting, however, is rarer (2 in 4500 hospital 
cases; 10 cases in private in two years). 

Reflex vomiting is due to uterine malpositions. certain 
forms of endometritis, ovarian tumors, inflammations, dis- 
eases of the ovum (especially hydramnios and hydatid 
mole). Neurotic vomiting results from increased nervous 
irritability and decreased nervous control. Sometimes 
hysteria (either manifest or larval) is causative. It is 
possible that a mild toxemia may simulate some forms of 
nervous hyperemesis. Toxemic vomiting has been referred 
to toxins originating from the gastro-intestinal tract (as 
indicated by increase of indoxyl, skatoxyl, aromatic sul- 
phates, etc., and by the presence of acetone, diacetic acid, 
peptone, etc., in the urine), from the fetus (syncytiotoxin 
theory of Veit), from altered or defective ovarian secre- 
tion (as shown by improvement when ovarian substance 
was given) and from hepatic lesions (found by Stone, 
Ewing, and others). The last theory has constantly grown 
in prominence. Williams has found that in the toxic cases 
the ammonia coefficient of the urine is greatly increased. 
Whether this change, which must be regarded as an evi- 
dence of insufficient oxidation, is due to destruction of liver 
cells, and consequent functional incapacity, or whether it is 
a manifestation of an acid intoxication, is not known. It 
is also not known whether the fetus or the mother (in- 
testine) produce the toxins. 

The gradations from ordinary morning sickness to per- 
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nicious vomiting may be imperceptible, but well defined 
cases can usually be readily differentiated. The pernicious 
type is either acute or chronic. Acute cases (always toxe- 
mic) run their course in 10-14 days, beginning with in- 
creasing vomiting, considerable prostration, little fever, and 
often nearly normal pulse. After a time the vomitus be- 
comes “coffee ground” and is merely regurgitated. Torpor 
and coma develop, followed shortly by death. At the on- 
set the urine is normal, toward the end it is dark, with al- 
bumin, blood and casts. There may be hyperpyrexia and 
jaundice. In the chronic form, which may be toxic or 
neurotic, the vomiting continues for weeks or months, with 
consequent inanition and emaciation. The black vomit ap- 
pears only in the terminal stage. 

The diagnosis of pernicious reflex vomiting is made by 
vaginal examination showing malpositions, tumors, too 
large a uterus, etc.; endometritis is indicated by the 
previous history or a brick-dust colored discharge from the 
cervix. Neurotic vomiting is differentiated from the toxe- 
mic type chiefly by the urine. A 24 hours specimen is col- 
lected (preserved with a little chloroform), the total nitro- 
gen determined by the Kjeldahl method, the amounts of 
urea and ammonia by the methods of Schoendorf and 
Schloessing. In normal pregnancy or in neurotic vomiting 
the ammonia coefficient is 3 to 5 per cent., in toxemic hy- 
peremesis it rises to 32 to 46 per cent. Everything above 15 
to 16 per cent. is suspicious. The examination requires 48 
hours and can be performed only by an expert chemist. 
Leucin and tyrosin should also be looked for. Jaundice 
in a pregnant woman with hyperemesis is a grave sign, and 
black vomit indicates a serious condition. In the later 
months a case first seen in coma may be hard to differen- 
tiate from an eclampsia. 

Ewing regards eclampsia and acute yellow atrophy as 
the manifestations of the same toxemia. This is not borne 
out by the urine (which in eclampsia shows a decrease of 
the total nitrogen and usually in the urea coefficient and no 
change in the ammonia coefficient). The liver lesions, too, 
are dissimilar—in eclampsia minute thromboses the 
peripheral portal venules, in hyperemesis and acute yellow 
atrophy a central lobular degeneration. In the reflex and 
neurotic types the prognosis is excellent, but in rare cases 
inanition may prove fatal. In the toxemic type the prog- 
nosis is grave—in the author’s series, six cases, with four 
deaths. 

In the reflex type correction of malpositions, ablation of 
tumors, treatment of inflammations, emptying of the uterus 
of hydated mole, etc., are to be done. In toxemic cases the 
uterus should be emptied as soon as the diagnosis is as- 
sured, then saline rectal injections, lavage of the stomach 
and rectal feeding should be resorted to. In the neurotic 
type vigorous moral lectures, rest cure, or hospital super- 
vision and isolation usually prove curative. Four cases of 
—— and three of neurotic, vomiting are reported in 

etail. 


Remarks on the Toxemia of Pregnancy. Freperic E. 
Sonvern. Bulletin of the Lying-In Hospital of the 
City of New York. Vol. II, No. 3. 


It is well known that poisons, such as phosphorus, pro- 
duce changes in the liver with similarly disturbed nitrog- 
enous metabolism, but with no semblance in the way of 
clinical manifestations. This jusifies the inference that a 
causative toxin must be found in these cases of pregnancy, 
which, first, will account for the symptoms gradually in- 
creasing in severity and second, for the development of the 
pathological liver change with the then resulting disturbed 
nitrogenous metabolism. This is corroborated by the obser- 
vation that little or no disturbance in nitrogenous metabol- 
ism exists in the early stages of these cases, and probably 
it does not develop until the liver affection brings it about. 
The same applies to the statement that the excess of one 
or other of the nitrogenous groups is the cause of hypere- 
mesis. Many cases of diabetes show as high a relative 
percentage of ammonia, and as high a relative amount of 
amido acids has been noted in erysipelas; neither shows 
vomiting as a symptom, nor do they develop acute yellow 
atrophy of the liver. This substantiates the view that a 
poison must be found which is the cause of the symptoms 
as well as of the resulting pathological changes and conse- 
quent faulty chemistry. 


In assuming that eclampsia is also the result of a toxe- 
mia it must be recalled that this condition presents two 
distinct types of cases showing the same clinical symptoms, 
perhaps, but quite different urinary pictures—one class, 
probably toxic in origin, with varied and indifferent 
findings in the urine; the other, with distinct evidences 
and hisory of an acute exacerbation of a chronic nephritis, 
and, if the uremic convulsions of the latter are toxic, this 
toxin must not be confused with the other. 

The not infrequent intestinal toxemia in cases of toxemia 
of pregnancy, suggests it as one of the predisposing causes 
of the latter, which view is strengthened by the recent 
publication of articles claiming that intestinal toxemia 
lowers body resistance. 

In the absence of knowledge of the direct causative 
factors in toxemia of pregnancy, there are several abnormal 
conditions in the urine which act as corroborative evidences 
in the diagnosis and aid in an opinion on its severity. These 
are the evidences of an intestinal toxemia (excess of in- 
dican, skatol or phenol) and evidences of acidosis (acetone, 
diacetic acid and beta-oxybutyric acid). These are almost 
invariably the first abnormal evidences found in the urine 
in toxemia of pregnancy. Usually at the beginning of 
hyperemesis acetone is found; if the condition improves it 
disappears, but if the condition becomes more serious, 
diacetic acid and beta-oxybutyric acid occur in addition. 
Symptoms preceding eclamptic seizures of toxic origin 
show the same conditions. In either case, if the conditions 
become still more serious and liver changes are added, then, 
and not until then, are the changes in nitrogenous meta- 
bolism obtained. It is true that at this time the evidences of 
acidosis have disapeared in some cases, but in every in- 
stance of which Sondern has record they have preceded 
the more serious condition. 


The Poison of Eclampsia and Its Bearing on the Treat- 
ment of the Condition (Das Gift der Eklampsie 
und die Konsequenzen fiir die Behandlung). ZweiFet. 
Muenchener Medizinische Wochenschrift, No. 7, 1906. 


Careful nitrogen determinations of the urine of eclamp- 
tics show a distinct reduction of the urea percentage in 
reference to the entire nitrogen excretion. Normally, the 
urea percentage is 83, in eclampsia it lies between 27-70%. 
There is a distinct increase in the ammonia excretion; in- 
stead of 5%, up to 16.5% is found. Sulphur determina- 
tions point to a reduction of the fully oxidized sulphates, 
and the presence of lactic acid in both the blood and urine 
further emphasize the insufficient oxidation. The albu- 
minuria must be regarded merely as an evidence of kidney 
irritation by the toxin. In several instances more lactic 
acid has been found in the placenta and in the umbilical 
cord blood, than in the maternal blood, thus pointing to a 
fetal origin of the lack of oxygenation; at least in some 
cases. Lactic acid has been found before convulsions oc- 
curred, and is present in other diseases, especially in serious 
respiratory disturbances, as for instance in pneumonia. 

The deductions that can be drawn in regard to treatment, 
are that immediate termination of pregnancy is the most 
essential need. The second is a prophylactic measure and 
consists of strict milk diet in albuminuria of pregnancy. 
Attention should also be directed to all attacks of headache, 
vomiting or disturbances of vision in the gravid. Zweifel 
regards morphin, and either hot packs or sweat baths as 
irrational; venesection, followed by hypodermatoclysis or 
intravenous infusions appeals to him, because it dilutes the 
poison. Lavage is a good adjuvant, as it empties the stom- 
ach of its foul contents and lessens the danger of aspiration 
pneumonia. Digitalis is useful in cases with a small, rapid 
pulse and reduced kidney excretion. Although oxygen 
would seem the rational therapeutic agent, neither inhala- 
tions nor subcutaneous injections have afforded any relief. 


The Intractable Menorrhagias of Arteriosclerosis of 
the Uterus. Rosert L. Dickinson. Brooklyn Med- 
ical Journal, February, 1906. 


These cases occur just before or at the time of the meno- 
pause, between the ages of thirty-five and forty-five. They 
do not yield to the ordinary measures, such as ergot, hy- 
drastis, douches, etc., and even curettage is of no avail. As 
a rule, they ultimately call for hysterectomy or for oblit- 
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eration of the uterine cavity by atmocausis. The author 
does not think highly of the latter procedure, but in suitable 
cases, and with necessary precautions, it may be of value. 
Ovariotomy may be considered, but is usually not indicated, 
because of the frequent association of the disease with 
chronic leucorrhea, cystic cervix, chronic endometritis, pro- 
lapse, etc. Before proceeding to radical measures, it is 
necessary to exclude fibroids, fungous endometritis, polyp, 
cancer, etc. The most difficult condition to exclude is sub- 
mucous fibroid. The pathological condition consists in 
an endarteritis of the vessel wall, with hyaline and fatty 
degeneration and increase in the intermuscular connective 
tissue. 


Placenta Previa: a Series of 94 Cases. RicHARD War- 
REN. Lancet, February 3, 1906 


The greatest interest in connection with placenta previa 
is that of treatment. By far the best results which the 
author has obtained, are those in which the Champetier 
de Ribes bags were employed. In 40 cases the mortality 
for the mother was zero, and for the child about 60 per 
cent. When the os is of suitable size, the bag is inserted; 
it matters little whether the bag is inserted through the 
placenta or between the latter and the uterus. In both 
instances the hemorrhage will be effectively controlled. 
When the bag is delivered, unless the head or breech is 
forced down by strong pains, internal version is the best 
course. The application of the forceps has not been at- 
tended with the best results. If the case be one in which 
the os has already been considerably dilated, internal ver- 
sion or bringing down a leg in pelvic presentations, seems 
to be the indication. These cases are attended with con- 
siderable maternal mortality, because cf the great loss of 
blood that has already taken place. When delivery has 
taken place, the ordinary methods for combating loss of 
blood are in order. The author thinks highly of rectal 
saline infusions. 


Serious Head Injuries and the Indications for Oper- 
ative Treatment. B. Sacus. 


Head Injuries. Martin Prince. 


Indications for Operation in Head Injuries. W1tt1AM 
N. Bu 


ne Medical and Surgical Journal, February 15, 
1906. 

Sachs believes that the time-honored distinctions be- 
tween concussion, contusion and compression are useless 
as far as indications for operation are concerned. More 
important is the decision as to whether the brain has been 
tangibly injured, and whether the injury is accessible or 
not. Even if the injury is in an accessible region, Sachs 
urges conservatism, believing that natural reparative proc- 
esses should be more largely relied upon. In determining 
the gravity of brain injury, disturbances of cardiac and 
respiratory actions and of vesical and rectal control, and 
the condition of consciousness, are the most important 
symptoms. Recovery from coma, however slight at the 
end of 24 to 48 hours, is encouraging. Deepening coma is 
of grave significance. The behavior of the pupillary re- 
flexes is of no value in deciding the question of operative 
interference. On the whole, Sachs lays more stress on 
the neurological, as opposed to the surgical indications, in 
determining whether operation should be undertaken or 
not. 

Prince takes issue with Sachs on this point, and holds 
that purely neurological evidences are of only minor value. 
He believes that in the large majority of cases, particularly 
in those that are unconscious from the beginning, it is im- 
possible to diagnose either the nature of the lesion or its 
locality. Even such an important focal symptom as paraly- 
sis is absent in nearly two-thirds of the cases and when 

resent it does not necessarily mean a hemorrhage or a 
aceration. The author’s experiences, however, have also 
tended to render him conservative in advising operation. 
His own indications for operations are dependent, first, 
on the nature of the blow; secondly, on the general symp- 
toms, such as coma, the temperature, the pulse, etc.; 
thirdly, on the neurological indications; and fourthly, on 
the surgical evidence of injury to the skull. 


Bullard believes that all compound fractures of the 
outer cranium should be operated upon, also all depressed 
fractures. In cases of head injury where fracture is pres- 
ent or suspected, the author has laid down the following 
rules for action: 

(a) Operate in all cases where symptoms of middle 
meningeal hemorrhage exist. We should as a rule operate 
in any case where unconsciousness comes on after an in- 
terval of consciousness following injury to the head. 

(b) Operate in adults whenever the unconsciousness 
after a severe head injury lasts more than twelve hours 
and where it seems clear that the unconsciousness is due 
to the injury and not to alcohol or other causes or com- 
plications. This rule is not universal. It is true that a 
certain number of these cases recover without operation 
and even may have no further symptoms, but operation 
is usually the safest plan. 

(c) As a rule it is wise to operate where persistent uni- 
lateral convulsions follow injury to the head in an adult, 
provided that such convulsions have never occurred pre- 
vious to the injury and that no other cause for them, such 
as uremia, exists. 

(d) When cerebral or meningeal paralysis occurs im- 
mediately following a severe injury to the head, the ques- 
tion of operation often arises. Hemiplegia or monoplegia 
under such circumstances does not absolutely indicate op- 
eration. It may be due to hemorrhage or other injuries 
in parts of the brain that are out of reach. This condition 
may have been the cause of the fall or injury and not 
the result. 

(e) Inequality of the pupils occurring immediately or 
shortly after injury is indication in favor of operation. 

(f) Temperature: Immediate and persistent rise of tem- 
perature (not otherwise accounted for) occurring after 
severe head injury suggests contusion or laceration of the 
brain. Rise of temperature within twenty-four to seventy- 
two hours after injury, especially if the patient is uncon- 
scious, suggests secondary encephalitis or inflammation of 
the brain. 

(g) Pulse: Slow pulse suggests compression, hence, 
with other symptoms, is an indication for operation. Rapid- 
ity of the pulse in itself does not contraindicate operation. 
Weakness of the pulse may be a contraindication. 


Treatment of Selected Cases of Cerebral, Spinal and 
Peripheral Nerve Palsies and Athetosis by Nerve 
Transplantation, with Report of a Case of Atheto- 
sis Benefited by Operation. W. G. Spitter, C. H. 
Frazier AND J. J. A. Van KAATHOVEN. American 
Journal of Medical Sciences, March, 1906. 


In acute anterior poliomyelitis with limited paralysis it 
has been found that at least partial restoration of function 
could be obtained by implanting the diseased nerve into 
the healthy nerve supplying the antagonistic group of mus- 
cles. The sole obstacle is delayed union and overgrowth 
of connective tissue at the site of junction. In hemiplegias 
the paralysis may be too extensive for treatment, but if, 
for instance, one group, as the extensors, is more affected 
than its antagonists, something may be gained by operation. 
In athetosis, which is observed only when there is some 
return of motion, there usually is an excessive innerva- 
tion in the flexors. It was Dr. Spiller’s intention to see 
whether some of this excessive innervation could not be 
“switched over” to the extensors. The case reported was a 
young man who had athetotic movements from infancy on, 
both upper limbs being involved, the flexors being more 
powerful than the extensors. The left upper limb was first 
operated upon. In it the athetosis has been largely sus- 
pended and since seven and one-half months have passed 
it appears likely that it will not return. 

Frazier mentions’ that a craniotomy, performed several 
years before, with excision of the left motor area for the 


_arm, aggravated the patient’s condition and induced sev- 


eral convulsions. The first transplantation was performed 
on the left extremity, being a lateral implantation of the 
divided median and ulnar nerves into the musculospiral. 
As involuntary movements in the muscles of the shoulder 
continued, a second operation was performed, the mus- 
culocutaneous and circumflex nerves being divided and the 
peripheral end of one united with the proximal stump of 
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the other,-and vice versa. Spastic contractions were noted 
‘only in the supinator longus; voluntary movement of the 
little and ring fingers and slight movement of the thumb 
and slight flexion of the wrist could be made. At the time 
of report, flexion at the elbow is normal, the entire arm 
can be partially raised; sensation is impaired only in the 
palm of the hand; muscular atrophy is slight; there are 
slight jerking movements during voluntary motion. Oper- 
‘ation.on the right limb is more recent and hence restora- 
tion of function is not as yet complete. 


A 


B 


by 


' Spiller enters into the question of nerve anastomosis, 
showing that although end-to-end union is the ideal 
method, it necessitates cutting off the nerve supply of the 
healthy groups completely, and if the operation is unsuc- 
cessful the patient is worse off than before. Therefore it 
is safer to employ lateral anastomosis. of the peripheral 
end of the paralyzed group, into the nerve supplying the 
unaffected group (I) or end-to-end anastomosis of the 
peripheral end of the affected nerve with the central end 
‘of a segment split from the unaffected nerve (II). Lat- 
eral anastomosis into the affected nerve of the central end 
of a segment split from the unaffected nerve, is also feasible 
(III), as is end-to-end anastomosis of both central and 
peripheral ends of the affected nerve into the split segments 
of the unaffected nerve (IV). During the operation trau- 
matism to the nerves must be reduced to a minimum; the 
sutures must be introduced before the nerves are divided, 
and must include only the sheaths; a sharp knife is used 
instead of scissors; nicety of apposition is essential; the 
nerves are wrapped with Cargile membrane. After opera- 
tion the limb is kept at rest from four to six weeks in a 
plaster dressing. Primary union is essential. The details 
of the operations cannot be included in this short abstract. 
In the illustration A is the unaffected nerve, B the affected 
nerve. 


Aspiration of the Tympanic Cavity After Paracentesis, 
a Valuable Aid in the Treatment of Otitis Media. 
Percy Frimenserc. Medical Record, March 3, 1906. 


After the paracentesis, Fridenberg inserts an_ olive- 
shaped, blunt-pointed glass bulb, about 54 of an inch in 


diameter, tightly into the external auditory meatus and ex- 


‘erts suction through an attached tube, either with a piston 


syringe or by ‘mouth; the neck of the bulb is stuffed with 
sterile cotton. In this manner, large quantities of fluid 
and pus may be removed. The author believes that by 
this method the puncture wound in the drum can be kept 
open, obviating the necessity, in some instances, of per- 
forming another paracentesis. He also believes that the 
chances of a subsequent mastoiditis are reduced. 


A New and Rational Operation for the Correction of 
Prominent Ear. J. T. McSuHane. Indiana Medical 
Journal, February, 1906. 


The ordinary operation for prominent ear consists in the 
removal of an oval piece of skin and cartilage on the pos- 
terior aspect of the ear. The objections to this operation 
are first, that the antehelix is removed, and secondly, an 
unslightly loose mass of skin is formed on the anterior 
surface. In order to correct these errors, the author has 
devised the following operation: an elliptical area of in- 
tegument two inches in length and something more than 
half an inch in width is removed from the posterior aspect 
of the ear. The connective tissue is carefully dissected 
away and the perichondrium roughened by the use of the 
curette. Strong catgut sutures are used in the cartilage in 
such a manner as to fold it on itself. The needle is intro- 
duced into the cartilage near the margin of the denuded 
section and thrust in as deeply as possible, care being taken 
not to pierce the skin on the anterior surface of the ear. 
The needle is returned and brought out a line and a half 
from the point of insertion. The needle is then carried 
across the denuded area and a similar hold is taken near 
the margin of the skin on the opposite side. Four or five 
of these sutures are introduced. When these sutures are 
tied the cartilage is so folded that the ear presents the 
normal anterior ridge in its proper position, and the auricle 
is contracted to its normal size, and at the same time 
brought back to the proper distance from the head. Silk 
sutures are used in bringing the margins of the skin to- 
gether and the catgut sutures are thus buried. The author 
has tried this method in one case with eminently satisfac- 
tory results. 


The Correct Treatment of Syphilitic Cicatricial Ad- 
hesion Between the Soft Palate and Posterior 
Wall of the Pharynx. Jacos E. Scnapie. St. Paul 
Medical Journal, March, 1906. 


In order to prevent reunion after division of the cica- 
tricial adhesion, the author has devised a plate, consisting 
of an ordinary vulcanite palatine plate, to the posterior end 
of which is attached a perforated obturator, which fits into 
the naso-pharynx. This plate can be worn with perfect 
comfort. The author reports a successful case. 


On the Indications and Contraindications for the Re- 
moval of the Gall-Bladder. A. W. Mayo Rosson 
British Medical Journal, February 24, 1906 


Robson does not approve of cholecystectomy in every 
case of gall-stones. If the gall-bladder presents a normal 
appearance, he merely does a cholecystectomy after re- 
moval of the calculi. He limits cholecystectomy to cases 
of cancer, atrophy, stricture of the cystic duct, gangrene, 
empyema, mucous fistula or serious injury. He de- 
scribes his method of operation, which does not differ from 
that practiced by American surgeons, except that he fre- 
quently buries the stump of the cystic duct beneath the 


peritoneum. 


Acute Abdominal Symptoms in Typhoid from Inflamed 
Mesenteric Glands. Journal of 
the American Medical Association, February 17, 1 


The author reports two cases. The symptoms in the first 
case suggested perforation; in the second appendicitis and 
tuberculous peritonitis were both suspected as complicating 
a possible typhoid fever. In both cases, operation revealed 
nothing but inflamed mesenteric glands. His conclusions 
are as follows: 1. In some of the cases in which explora- 
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tion showed no cause for the symptoms, these were prob- 
ably due to changes in the mesenteric glands. 2. Some of 
the recoveries from intestinal perforation that have been 
reported as occurring without operation, were probably of 
this sort, the symptoms merely simulating perforation. 
3. McCrae’s suggestion that pain and acute abdominal 
symptoms might be due to enlarged mesenteric glands is 
credible, and further observations and study will probably 
show that this condition is not, relatively speaking, a rare 
complication in typhoid fever. 


Pyloroplasty With the McGraw Ligature. J. H. Cars- 
TENS. The Lancet-Clinic, March 13, 1906 


The technic employed by Carstens is as follows: The 
duodenum is sewed to the stomach from the pylorus down- 
ward for a distance of about 2%4 inches. A McGraw liga- 
ture is then inserted into the stomach at a point about 24 
inches from the pylorus and 1/3 of an inch from the row 
of sutures, and is passed through the pylorus and made 
to come out at a corresponding point on the duodenum. 
The ligature is then tied in the usual way; the row of 
sutures is continued around the front of the ligature up 
to the pylorus again. Carstens employed this method in 
two cases of benign stenosis of the pylorus with very 
satisfactory results. 

[This method no doubt gives practically the same result 
as the relatively complicated Finney operation. The only 
apparent drawbacks are those inherent in the use of the 
McGraw ligature, and perhaps some uncertainty, espe- 
cially in cases of tight stenosis, as to whether the ligature 
has actually passed through the pylorus.] 


The Treatment of Diffuse Septic Peritonitis. R. G. 
Le Conte. Annals of Surgery, February, 1906. - 


The author has used Murphy’s technic with success 
in two cases. Murphy reported twenty-nine cases with 
but one death. The cause of the peritonitis—appendicitis, 
intestinal perforation, pus tube, etc.—should be eliminated 


as rapidly as possible without undue handling of the peri- 


toneal surfaces. Drainage of the lowest portion of the 
pelvis by tube, through a suprapubic opening is practiced; 
also free drainage through the operative incision. Elimina- 
tion of all time-consuming procedures is essential. After 
operation the patient is kept in the semi-recumbent posture 
pe sane To prevent peristaltic movement, all food or 
liquids by mouth are stopped and opium may be indicated. 
Large quantities of water are administered per rectum in 
order to reverse the lymphatic currents of the peritoneum, 
making this membrane a secreting rather than an absorbing 
surface and also increasing the secretion of urine. The 
water is introduced into the rectum by means of a short 
nozzle, pierced by several openings, and left continually 
just within the anus. The nozzle is connected with a reser- 
voir placed only a few inches above the level, thus ensuring 
a constant stream of small velocity and volume. The 
water trickles in and is absorbed as fast as it is introduced. 
When not in use the nozzle is disconnected but left in situ 
to reduce the irritation of withdrawal and subsequent re- 
introduction. As much as nine to twelve pints can be ad- 
ministered in twenty-four to thirty-six hours. 


Has Experience Sustained the More Radical Operation 
for Cancer of the Uterus? J. G. Crarx. Surgery, 
Gynecology and Obstetrics, February, 1906. 


The author, who since 1893 had been a strong advocate 
of very radical operation, has been disappointed in the 
final results. Cullen finds that metastases do not occur 
early, and Schauta’s sixty cases showed that in 48% me- 
tastases had taken place, but in only 13% of these had the 
disease confined its ravages to accessible glands. Wertheim, 
the strongest advocate of extensive glandular removal, re- 
ported a series of eighty cases; of these fifty-four were 
free from gland metastasis. If we apply the figures of 
Schauta to this series, only about 13% of the remaining 
thirty-six could hope for any permanent relief from the 
most extensive extirpation. The size of the glands is no 
indication as to whether they are already infected or still 
free: large glands may be the result of inflammatory irrita- 
tion, while small glands may already harbor the cancer 


cells. It would seem, therefore, that the greatly increased 
operative risk attending more radical removal is justified 
neither by the clinical results nor by the figures obtained 
from the statistics at our disposal, for metastases are usual- 
ly late, but when present involve glands which cannot be 
reached by the surgeon. Our endeavors should, therefore, 
be concentrated upon a careful and radical removal of the 
Primary diseased area, including the adjacent parts of the 
vagina and parametria. Clark prefers the abdominal route, 
and the cautery in preference to the knife. He extirpates 
one or more glands if palpably enlarged and readily acces- 
sible. Should their microscopical examination show can- 
cer, the prognosis is inevitably bad. 


The Gonococcus in the Puerperium, with Report of 
Seventeen Cases. W. T. Stone and E. McDonatp. 
Surgery, Gynecology and Obstetrics, February, 1906. 


Fifty-three cases were examined, of which seventeen 
showed gonococci in the spreads. Cultures were attempted, 
but usually proved unsatisfactory. If a biscuit-shaped, 
intra-cellular diplococcus, staining negatively by Gram’s 
method was found, it was considered a gonococcus. 

The authors conclude that this specific infection is more 
common in obstetrical clinics than has been supposed. Late 
in the puerperium, when the number of pus cells in the 
lochia increases, the demonstration of the organism is 
easier than shortly after labor. Spreads taken from the 
cervix, at the level of the internal os, are most satisfactory. 
The temperature elevation is not characteristic, but most 
often occurred suddenly and lasted three to four days. The 
gonorrhea usually remained latent during the pregnancy 
and then rapidly spread upward during the puerperium, 
hence it is a common cause of “one-child sterility.” All 
of the cases in this series were primipare. A common 
cause of abortion is gonorrhea, and therefore adnexal dis- 
ease following abortion need not be caused by the abortion 
itself, as the miscarriage often is only one of the sequelz 
of a preceding gonorrhea. One mother died, the rest re- 
covered. In two cases streptococci, and in one colon 
bacilli, were found in conjunction with the gonococcus. 
Of the children, fourteen were full term babies, three pre- 
mature. Three children developed specific ophthalmia. No 
decisive conclusion as to nutritional disturbances in the 
infants could be drawn. 


The Use of Wolfe Grafts and Tendon Lengthening 
in Treating Cicatricial Contractures. C. W. Down. 
Annals of Surgery, February, 1906. 


‘The author reports five cases of traumatic contractures 
with cicatricial bands, and one of congenital deformity, 
all but one being of the hand. Whenever necessary, con- 
tracted tendons were lengthened by Hibb’s method (two 
overlapping cuts, made respectively from the upper and 
lower surface of the tendon). All cicatricial tissue was 
removed and any skin defect repaired with Wolfe grafts. 
These grafts are composed of all the layers of the skin 
and are applied after careful hemostasis (by pressure, not 
by ligature). The edges of the graft are retained by means 
of a few thin silk sutures. The dressing consists of sterile 
rubber tissue and over this moist gauze and a fixation 
dressing. If no purulent discharge develops, the dressing 
may be left in place seven to fourteen days. The reason 
that the Wolfe graft has not attained more extended popu- 
larity is that-a greater percentage of failures, than by the 
Thiersch method, are reported. Where, as in these cases, 
conditions of nutrition and asepsis are good, the Wolfe 
grafts will prove successful in most instances, and will 
ensure better mobility and less likelihood of recontracture, 
than the Thiersch grafts. 


Late Results of the Treatment of Inoperable Sarcoma 
by the Mixed Toxines of Erysipelas and Bacillus 
Prodigiosus. W. B. Corey. American Journal of 
Medical Sciences, March, 1906. 


Coley reviews his earlier work and recounts how he 
was led to undertake his investigations by observing the 
improvement of a far-advanced case of sarcoma after an 
accidental intercurrent attack of erysipelas. Fehleisen, 
unknown to the author, had already undertaken similar 


: 
if 
4) 
Bole 


April, 1906. 


PEOGRESS IN SURGERY 


AMERICAN 
JOURNAL OF SURGERY. 


127 


investigations. The production of erysipelas artificially 
was found to be difficult and not without danger (two 
fatal cases), therefore the erysipelas toxines were later 
employed. The unfiltered toxines, especially if those of 
bacillus prodigiosus were added, were found most power- 
ful. Probably the reaction following the introduction of 
these poisons enables the organism to kill, or in less suc- 
cessful cases. to partially inhibit, the tumor parasite (?) 
The toxines are most effective when red in color (obtained 
by growing the bacillus prodigiosus in shallow vessels 
exposed to light and air). Coley gives direction for pre- 
paring media and growing the bacteria. The injections 
should be begun with a minimum dose (half a minim), 
and a more severe reaction is to be looked for in very 
vascular growths. For local injections the dose should 
be smaller than for those at a remote site. The dose is 
gradually increased until a chill is produced (14-2 hours 
after introduction). If much depression follows, the treat- 
ment is given every other day, if well borne, every day. 
If the tumor is in a dangerous or inaccessible region, the 
injections are given at a remote site. If breaking down 
of the tumor takes place, incision, drainage and moist 
dressings are indicated. A good tonic should be given 
and the bowels kept open. If no improvement is obtained 
within four weeks the treatment will probably prove useless. 
If successful, continue until the tumor has entirely or 
nearly disappeared. Small doses may be given for more 
than a year. The toxines keep for about one year if stored 
in a cool, dark place. If given as a prophylatic after oper- 
ative removal, smaller dosage should be employed. No 
harm has followed treatment extending over four years. 
The toxines should be tried in every instance of inoperable 
sarcoma; they will prove most effective in the spindle-cell 
variety and least so in melanotic sarcoma. 

In thirty-six cases in which improvement followed, 
twenty-one were well for five to thirteen years (of these ten 
were well for over ten years) ; sixty cases were treated by 
other surgeons; of these twelve remained well less than 
one year; twelve remained well three to five years; ten for 
five to twelve years; the others for shorter periods. Pre- 
liminary toxine treatment is advisable before resorting to 
amputation of extremities, eight remaining well for from 
three to six years, the others for shorter periods. The 
paper concludes with a review of clinically important cases, 
and a full tabular report. In some of the cases no micro- 
scopic confirmation was obtained. 


lodin-benzin Disinfection (Ueber Iodbenzindesinfektion). 
Heusner. Zentralblatt fiir Chirurgie, No. 8, 1906 


Only such substances as dissolve out the lanolin con- 
tained in the skin can penetrate deeply into the epidermis. 
Alcohol does not have a deep or rapid action, but benzin 
does. At first the hands are somewhat irritated by the 
iodin-benzin, but within two or three weeks they become 
hardened. During operations it will be noticed that the 
hands remain dry and do not appear macerated; water 
does not wet them. The solution used contained 1 part 
iodin, 1,000 parts benzin, which, according to frequent 
bacteriological tests, killed off pathogenic organisms with 
great rapidity. Each one who is to assist at the operation 
is given a bowl containing 300 c.cm. of the solution. In 
this, without any preliminary steps the hands are brushed 
vigorously for five minutes, rinsed in a clean solution of the 
same combination, and then rubbed with a 2-1,000 iodin- 
vaselin salve. The patient is rubbed with the same solu- 
tions, applied, however, with gauze instead of a brush. The 
back (in laparotomy) must be protected with vaselin, for 
if anv excess of the solution runs down and remains con- 
fined between skin and table, blisters are formed. Tender 
regions of the skin, as for instance the genitals, require 
a diluted solution—usually 50% of paraffin oil is added. 
lf eczema, excoriation, etc., exist, the part should be pre- 
pared by inunction of 1-1,000 iodin-paraffin. As is well 
known, benzin is very inflammable. It should therefore 
be kept in tin cans (if the iodin is added to the stock 
benzin these cans must be protected by enamel lining). 
The rags, etc. used for rubbing during disinfection, must 
be carefully removed and either buried or burned by some 

ell instructed person. 
rests of the Eiciency of disinfection by the old method 
showed no bacteria fifty-two times; in forty-eight, one or 


more bacteria found: by the new method, no bacteria 
seventy-seven times; bacteria twenty-three times. The 
actual operative experience has been favorable, stitch ab- 
scesses have diminished in number and the general im- 
pression was excellent. Any benzin carried into the wound 
is well borne and causes no irritation. 


Report of the First Operations Performed in the Pneu- 
matic Chamber at the Breslau Klinik (Bericht iiber 
die ersten in der pneumatischen Kammer der Breslauer 
Klinik ausgefiihrten Operationen). SAUERBRUCH. 
Muenchener Medizinische Wochenschrift, No. 1, 1906. 


A minus pressure in the large pneumatic chamber is pre- 
ferable to a plus pressure in a chamber about the patient’s 
head, It is well to begin with a minus pressure of 8 mm., 
varying between 4—6 mm., as may be required, and closing 
the pleural cavity while 12 mm. is maintained. The 
patient’s body lies in the cabinet, the head is outside and 
the neck is surrounded by an air-tight cuff. The anesthetic 
is begun and then the air is sucked out of the chamber. 
Chloroform is found to abolish the pleural reflexes earlier 
and more completely than ether. It is well to keep the 
patient in the proper posture by means of two or three 
broad belts. In all doubtful cases it is advisable to begin 
with an intercostal incision which admits of exploration 
with the whole hand; where more extensive operations are 
contemplated ribs are also resected. The upper lobe of the 
lung is most readily reached through the first, second and 
third intercostal spaces, the middle lobe through the sixth, 
the lower lobe through the fifth to eighth: For work on 
the lower end of the esophagus the sixth or seventh inter- 
costal space is most useful. 

Two operations for tumor required extensive resection 
of the chest wall, with opening of the pleura. The defects 
were covered with large skin flaps, which healed directly 
upon the lungs. Eight operations on the lung were done, 
one for bronchial fistula, the rest for gangrene. Of these 
last only two were greatly benefited. One case of wound 
of the heart died from hemorrhage, as the suture was 
performed too late. Five operations upon the esophagus 
were undertaken, all the patients dying. This bad result is, 
partly due to the great technical difficulties, which, how- 
ever, are gradually being overcome, and partly to the ad- 
vanced stage of esophageal carcinoma which presented it- 
self for treatment. 

The opening of the pleura under the conditions prevail- 
ing in the cabinet is unattended with any shock, or change 
in the pulse and respiration. The lung remains fully ex- 
panded, thus facilitating palpation of foci of disease. Be- 
fore the pleural wound is closed the minus pressure is in- 
creased and the pleural space completely obliterated. There 
is no exudate into the pleural sac, and if fresh surfaces are 
placed upon the lung (as in resection of the chest wall) 
direct union of flap and lung takes place. 


A Contribution to the Methods of Covering Skin De=- 
fects by Plastic Operations After Extirpation of 
the Breast (Beitrige sur plastischen Deckung der 
Hautdefekte nach Brustdriisenextirpation). E. Paye. 
— Zeitschrift fiir Chirurgie, Bd. 81, Heft 2-4, 
1906. 


Most of the recent efforts to extirpate cancerous breasts 
have been directed toward a radical and far-reaching re- 
moval of deep-seated glands, fat, ete., sometimes with un- 
due disregard of the necessity of equally radical excision 
of the skin. Consequently, recurrences in the scar are not 
infrequent. If the growth is removed with the proper 
amount of surrounding skin, large defects remain, which 
can be repaired by various plastic procedures. Of these, 
transplantation of the opposite healthy breast is very use- 
ful. A tongue-shaped flap is formed, its base extending 
from the sterno-clavicular joint of the healthy side to the 
line of incision on the diseased side, the cut running around 
the lower border of the mamma which is to be transplanted, 
and which is therefore completely mobilized, together with 
the subcutaneous tissue, and sewn into the defect left by 
the operation. The large gap resulting on the healthy 


side is obliterated by drawing together the skin, which can 
be done without causing undue tension. 
To close smaller defects with very good cosmeti¢ result, 
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another method is of use. Among the median side of the 
oblong defect, left by the excision, a sickle-shaped flap is 
mobilized, the line of incision running from about the 
upper end of the sternum downward along the median 
line, until it meets the lower apex of the defect by running 
outward and downward. The sickle-shaped flap is now 
rotated in such a fashion that its apex is fastened to the 
upper angle of the defect, while its outer margin is doubled 
up upon. itself, thus forming a structure resembling the 
nipple at the central point of the new-formed breast. This 
method gives good results only if there is sufficient sub- 
cutaneous tissue to form a breast of some size, 


The Use of the Murphy Button in Gastro-Intestinal 
Surgery from 1896-1905. Fifty-four Cases. (Die 
Anwendung des Murphyknopfes in der Magen-Darm- 
chirurgie von 1896-1905. 54 Fille). L. 
a Zeitschrift fiir Chirurgie, Bd. 81, Heft 2-4, 
1906. 


The author does not agree with those who condemn the 
intestinal button, for he has found it of great use in certain 
indications, which he describes in detail. Stenosis after 
anastomosis occurs as frequently after suture as after but- 
ton union, hemorrhage even more frequently with the 
former. The button can be prevented from remaining in 
the intestinal tract by attaching a small metal ball, 20 
grams in weight, by a silk thread, to the lower half of the 
button, and by slightly narrowing the lumen of the prox- 
imal side of the loop in gastroenterostomy with a con- 
stricting silk ligature. nel 

Gelpke does not use the Murphy button in operations 
on the large intestine, in chronic obstruction of the small 
intestine (cicatricial stenosis, carcinoma, etc.), nor in 
gastroenterostomy for benign stenosis of the pylorus. The 
button is of greatest use in gangrenous hernia of the small 
intestine in weak patients with infiltrated intestinal tissues, 
in gastroenterostomy for pyloric resection, in palliative 
operations on the stomach in very debilitated individuals 
(posterior gastroenterostomy, no enteroenterostomy), in 
enteroenterostomy after anterior gastroenterostomy. 

The technic must be painstaking, special attention being 
directed toward tucking in the mesentery with the circular 
- suture; in preventing eversion of redundant tissues, which 
would interfere with approximation of serous surfaces; in 
avoiding distortion during closure of the button; and 
finally in putting Lembert stitches at any weak spots or in 
reinforcing such points with omentum. Frequently two 
lateral catgut stitches may advantageously replace the 
pursestring suture for securing the button. The mortal- 
ity in fifty-four cases was 26%. Of these, several patients 
were greatly debilitated or very aged. An abstract of the 
individual histories of all the cases is given. 


Bone and Joint Lesions Due to the “Pneumococcus. 
Arexius McGrannan. Maryland Medical Journal, 
March, 1906. ~ 


Fourteen authentic cases of pneumococcus osteomyelitis 
have thus far been reported. The lesion occurs mostly in 
children. The clinical symptoms are those of other forms 
of infective osteomyelitis. but it is said that widespread 
edema of the soft parts above and below the seat of the 
bone lesion is a sign suggestive of pneumococcus infection. 
In children a complicating arthritis occurs very early and 
may mark the bone affection. The focus of suppuration 
is usually small and single, and is situated in or near the 
epiphyseal line. Perforation, and involvement of the joint, 
occur early. Epiphyseal separation is common, and there 
is a tendency to gangrene. The treatment consists in early 
osteotomy. 

Pneumococcus periostitis is most common in the jaw: 
The symptomatology and treatment differ in no way from 
other varieties of periostitis. 

Pneumococcus arthritis is more common than pneumo- 
coccus osteomyelitis, but is nevertheless rare, occurring 
about once in 800 cases of pneumonia. The disease is most 
often monarticular and shows no predilection for any par- 
ticular joint. The arthritis commonly comes on after con- 
valescence, or some days after the onset of the lung dis- 
ease, and is frequently overlooked, because it does not at- 
tract the attention of a very ill patient. If an arthritis 
arises, in the course of a pneumonia it should be carefully 


watched and on the appearance of effusion, should be aspi- 
rated. As a rule, pneumococcus infections are not cured 
by simple aspiration, and then arthrotomy with irrigation 
must be performed. The possibility of an osteomyelitis 
as the cause of an arthritis should never be overlooked, 
especially in children. The prognosis for a useful joint is 
good if the treatment is begun early. The general mortal- 
ity, however, is high because the joints are most often in- 
volved as a part of general septicemia. Pneumococcus 
osteomyelitis appears to offer the best prognosis of all 
forms of osteomyelitis. 


Alcohol in Carbolic Acid Poisoning. T. W. Ciarxe and 
E Brown. Journal of the American Medical As- 
sociation, March 17, 1906 


Thirteen cases of carbolic acid poisoning treated at the 
Lakeside Hospital, Cleveland, by lavage with diluted alco- 
hol, are reported, and comparison is made with other cases 
treated there and elsewhere without alcohol. The very 
slight difference in the mortality in the two series of cases 
and the greater apparent constitutional disturbance ob- 
served when the acid was taken with alcohol than when 
taken clear or with water, raised grave doubts as to the 
antidotal power of alcohol, which, together with the state- 
ments of recent text-books on toxicology, led the authors 
to undertake some experimental work to better satisfy 
themselves as to the true facts. The experiments were 
performed so as to test the systemic antagonism of alcohol 
and phenol (by intravenous injection) ; to test the antag- 
onism in the stomach (5 per cent. phenol); to test the 
efficiency of lavage (undiluted phenol). The experiments 
were performed on anesthetized dogs and rabbits, and tests 
of the local antagonism of carbolic acid and alcohol and 
other phenol solvents, were made by Prof. T. Sollmann 
and included in the paper. The tests in this case were 
made by direct application of the acid to the fingers of 
various individuals, followed by the antidote. The general 
conclusions from all the experiments are given as follows: 
“1. Alcohol has a local antidotal effect to carbolic acid 
burns, due to its solvent action. 2. There is no evidence 
of chemical antagonism between alcohol and phenol. 3. 
There is no effect produced by alcohol on carbolic acid 
poisoning after the latter has been absorbed into the sys- 
tem, as is shown by the intravenous experiments on dogs. 
4. Alcohol and phenol placed in the stomach give no differ- 
ent results from phenol alone. 5. Lavage with alcohol 
is effective when the phenol is in the stomach, but its 
superiority over lavage with water is not pronounced.” 
From the clinical aspect, alcohol seems to have a local an- 
tagonism to carbolic acid, and they would not say that it is 
of absolutely no value in poisoning by this drug. Its solv- 
ent action may nevertheless be, under certain conditions, 
a danger rather than an advantage, as shown by the more 
marked symptoms of intoxication seen when the poison 
has been taken in whiskey, and this seems to contraindi- 
cate the alcohol being used as an antidote and then left 
in the sotmach. The procedure recommended is as follows: 
Immediate abundant lavage, with ten per cent. alcohol, 
this to be followed by lavage with plain water, and stimu- 
lation as indicated. To be effective alcohol must be used 
while the acid is in the stomach; it is of no use after it 
has been absorbed. The danger of pneumonia from inhala- 
tion of the regurgitated stomach contents during lavage 
in an unconscious subject is pointed out, and the authors 
advise during lavage turning the patient on the side or 
face, with the head low so that anything entering the 
pharynx will flow out through the mouth. 


A Point in the Technic of Breast Amputation for Can- 
cer. Rosert F. Wier. N. Y. Medical Journal, March 
3, 1906. 

In cases where no glands are palpable above the clavicle, 
Wier, in the course of the operation has been in the habit 
of passing the finger behind the clavicle, with the patient’s 
arm held in the vertical position. He states that by this 
procedure enlarged glands may be detected, which are im- 
palpable otherwise. If supraclavicular glands are found, 
an incision is made along the course of the clavicle, and 
is extended upward along the posterior border of the 
sterno-mastoid; the glands are then easily excised. 
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